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The Amputee Needs More 
Than an Artificial Limb 


AMPUTATION 


PROSTHETIC 
SER VICE 


By 
EARLE H. DANIEL 
Director of Prosthetic Service, Institute of 
Physical Medicine and Rehabilitation, New 
York University, Bellevue Medical Center 
Foreword by 
Howard A. Rusk, M.D. 


If you amputate the limb and let it go at 
that ... Wrong! 


If you amputate the limb and give the am- ~ 


putee the name of a good limb-maker .. « Still 
wrong! 
If you want to know the complete story of 
amputation, read what Daniel has to say! 
Stumps must be healed and exercised 
Prostheses must be carefully chosen 
and frequentlyJrefitted 
Amputees must be trained to obtain 
maximum results 


Daniel has assembled everything you need 
to know to guide your amputee patient 
back to normal life. Your patient will want 
his book too—its plain English and profuse 
illustrations will give him confidence and 


hope. 
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rate, blood pressure, respira- 
tion.*:* 

Indications: Acute Schizo- 
phrenic Hallucinations 
Composition: Frenquel (aza- 
cyclonol) Hydrochloride is alpha- 
(4-piperidyl) benzhydrol hydro- 
chloride 


Dosage: 20 mg. t.i.d. 


Supplied: Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- 
quel in acute and chronic psychotic 
states. Presented before the Bowman 
Gray Medical Society, Winston- 
Salem, North Carolina, May 16,4955. 
2. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: The use of Frenquel in 
the treatment of disturbed patients 
and psychoses of long duration, Am. 
J. Psychiat., in press. 3. Fabing, 
H. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 
5:319, 1955. 4. Fabing, H. D.: New 
blocking agent against the develop- 
ment of LSD-25 psychosis, Science 
121:208, 1955. 


Another exclusive product 
of original Merrell research 


THE WM. S. MERRELL COMPANY 
New York. CINCINNATI . St, Thomas, Ontario 


Qo m= 


a 


= 


>. 
| 
i 
| 
; 
Frenque.® 


Vol. 123, No. 1 


JANUARY 1956 


Journal of 
Nervous and Mental Disease 


Serial No. 889 


THE EFFECTS OF RESERPINE (SERPASIL®) ON THE CHRONIC 
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A great deal of interest has recently been 
shown in the alkaloids of Rauwolfia serpentina. 
Several encouraging reports have already 
appeared.” 1; 8. 10,11. 14 Also, two conferences 
on reserpine, held by the Section of Biology 
of the New York Academy of Sciences in 
February of 1954 and 1955, have surveyed 
most of our present knowledge on the subject. 

Neuropsychiatric interest in the applica- 
tions of the drug goes back to the antiquity of 
medical history. However, only after recent 
chemical isolation of the active alkaloid re- 
serpine® and subsequent pharmacological 
study**: 15, 25, 17, 26, 5, 18.4 has well ordered 
clinical investigation been possible. 

The crude root from which the alkaloid is 
derived appears never to have been accepted asa 
medicament of repute by ancient physicians 
who were aware of it, although it seems to 
have been used in several remedies for a large 
number of diseases, including ‘‘maniacal forms 
of insanity.”” Rauwolfia serpentina appears, 
however, in the Pharmacographica Indica of 
1889-93 as well as the British Pharmaceutical 
Codex (1949). 

Early modern references to the use of the 
crude root wére made in 1931, when Sen and 
Bose noted its efficacy in maniacal states.” 
Later, Roy presented experimental evidence 
for its hypnotic action.'* Siddiqui and Siddiqui 
reported its “curative properties” in in- 
sanity. Chopra and Gupta emphasized its 
value as a sedative and pointed out the practice 
of some Hindu peasantry of putting children 
to sleep with powdered Rauwolfia root.? Ten 
years later, Deb referred to its increasing 
popularity in India for the treatment of mental 

by private physicians.’ This author 


reported clinical improvement in “manic 
depressive, schizophrenic, and addictive ill- 
nesses,’’ Roy, on the other hand, pointed out ' 
that the motor symptoms, rather than the 
mental, had improved in his cases."® 

More recently, intensive work on the hypo- 
tensive properties of the alkaloid have been 
investigated by Indian and American workers, 
and it is reported in many of these papers that 
there was a reduction of nervous tension and 
that the sedative or tranquilizing effects of the 
drug were prominent. Hakim’s report of the 
striking successes achieved with the combina- 
tion of drugs indigenous to India drew a great 
deal of lay interest, but his preparation con- 
tained several other powders as well as rau- 
wolfia.® 

As Nathan Kline has pointed out," owing 
to the “tremendous paucity of pharmacological 


methods in treating mental disease,” these 


early reports aroused great interest, and he 
therefore conducted the first study of both 
the crude root and the alkaloid in 411 patients. 
Kline reported that his patients with “marked 
anxiety reactions” became relaxed and com- 
fortable." There was a feeling of well-being, 
a greater feeling of optimism, and a tendency 
to a greater degree of sociability. The patients 
seemed to be more outgoing, less reserved, 
and less inhibited. Secondly, circumstances 
which ordinarily produced anxiety or depres- 
sion in the patient did not affect him. In 
several male patients who were extremely 
restless and tense with a marked degree of 
hypermobility, a relaxing and tranquilizing 
effect of the drug was noticed. 

Noce, Williams, and Rapaport reported 
remarkable changes that occurred in the atti- 
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tudes and belavior of patients who had re- 
ceived oral and parenteral doses of Serpasil." 
These authors treated seventy-four mentally 
ill patients (68 female and six male) and thir- 
teen mental defectives. They selected cases 
with a negative prognosis who had been ill 
for very long periods and had been refractory 
to other methods of treatment, including 
electroconvulsive therapy. They noted that 
whereas the wards had been in continuous 
turmoil because of “raucous, hyperactive, com- 
bative, resistive and uncooperative patients,” 
the administration of Serpasil altered the 
behavior of the patients so much that they 
were friendly, cheerful, sociable, and quiet. 
In addition, they stated that seclusion, seda- 
tion, restraint, and electroconvulsive therapy 
were eliminated in most*patients and that 
ward workers were “overjoyed with the pros- 
pect of being converted from custodians to 
rehabilitation therapists.” 

Weber,” reporting a clinical trial on twenty- 
two chronic psychotics, states that consider- 
able improvement was observed in seven of 
his cases. The changes he noted were similar 
to those seen by Barsa and Kline.' More re- 
cently, Hollister ef al. treated 127 chronic 
schizophrenics for a period of one to eight 
months.’ The majority of these patients had 
been ill for nine years or more. In this series, 
98 cases showed significant improvement; in 
58, improvement was moderate to marked. 

Tasher and Chermak, reporting a study of 
225 chronic patients, state that 100 of these 
cases were patients requiring one or two electro- 
convulsive treatments per week for periods 
ranging from several months to years in order 
to control chronic irritable, assaultive, and 
destructive behavior or because of a tendency 
to relapse into severely withdrawn states.” 
In all these 100 cases it was possible to dis- 
continue electroconvulsive treatment after 
the initiation of Serpasil therapy. 

Kirkpatrick and Sanders found significant 
improvement in their 210 patients of all types 
and in some cases state that their results 
were startling.® 


THE PROBLEM 


The disturbed schizophrenic of long standing 
is undoubtedly a major management problem 
in mental hospitals. In these patients the use 
of electroconvulsions, seclusion, restraints, 


sedation, and other forms of treatment con- 
sumes a large proportion of medical ani 
nursing time which could otherwise be directe«| 
toward positve therapeutic measures. 

Repeated electroconvulsive therapy is no 
without its hazards in long-standing cases. 
Increased incidence of fractures in the fragi!c 
skeleton of advancing age, muscular injuric.. 
the breakdown of old tuberculosis, cardi.- 
vascular catastrophes, and the onset of « 
progressive cerebral gliosis are some of tlic 
undesirable possibilities of electroconvulsive 
therapy. Further, the cost to the state e\- 
chequer of this category of patient is always 
disproportionately high. Therefore, a drug 
with very few side effects which can be taken 
by mouth offers a substantial advantage shoud 
its therapeutic properties prove equal or su- 
perior to those of electroconvulsive treatment. 

In view of the importance of the psychiatric 
and economic problems involved, it was 
decided to carry out therapeutic trials. This 
communication describes and_ graphically 
illustrates the results of work on eighty dis- 
turbed chronic schizophrenics forming a 
homogeneous clinical group, housed in a 
single ward block and attended by the same 
medical and nursing staff. 


MATERIALS AND METHODS 
Clinical Material 

A large block of wards housing over 200 
disturbed patients at Fairfield State Hospital 
was chosen as the site of study. Eighty pa- 
tients, all chronic schizophrenics requiring 
various methods of treatment designed to 
render them more amenable to hospital man- 
agement, were chosen. Every patient was 
disturbed enough to require either special 
measures or excessive medical nursing atten- 
tion or both. They were examined for physical 
illness to exclude serious hypertension, gastro- 
intestinal disease, and severe arteriosclerosis. 


Only five cases which had been leucotomized . 


were included. Mental defectives were ex- 
cluded. (See table 1.) 

This homogeneous group of 80 “difficult” 
cases was then divided into four groups of 20 


each at random. Groups were then checked 


by an observer other than the investigator 
and found to match. They were labelled A, B, 
C, and D. At the beginning of treatment Group 
A received a placebo. Group B received Ser- 


A 
A 
A 
A- 
B- 
B- 
B-4 
B-5 
B-6 
B-8 
B-9 
B-10 


TABLE 1.—TasuLatep DETAILS OF THE 80 CaAsEs SELECTED 


Lengtn of 
Hospital- 
Case Age | jation’ | No.of | Other Treatment Description Score 
of Illness 
in Years 
A-| M.A 62 4444 18 — Depressed, destructive, irritable, untidy, | ++ 
denudative 
A-2 M.A 60 21/30 — a Assaultive, mute, untidy, denudative oe 
A-3 M.B 51 15/17 94 _— Assaultive, destructive, impulsive, untidy ++ 
A-+ G.B 28 10/12 100 = Bizarre activity, destructive, assaultive, ++ 
overactive, sex acts (open), denudative 
5 G.C 70 18/19 10 | Amniotin, Bizarre activity, deluded, overactive, over- +4 
1937 talkative 
A6 M.C 45 18/23 37 — Assaultive, destructive, irritable, untidy, | ++ 
denudative 
A-7 S.C. 38 14/14 646 | Lobotomy, Assaultive, anxious, deluded, impulsive, | ++ 
1946 untidy 
A-& D.D 48 21/21 s — Assaultive, destructive, refuses food, impul- | ++ 
untidy, denudative 
A9 H.G ' 29 11/11 59 — _ Assaultive, bizarre activity, deluded, irri- | ++ 
table, sex acts (open) 
A-10 K.G. 39 14/17 7 — Assaultive, refuses food, irritable, untidy ++ 
A-11 LJ. 59 9/10 106 _ Assaultive, bizarre activity, destructive, +4 
| impulsive, irritable 
A-12 LL. 54 22/23. ? = Assaultive, bizarre activity, deluded, im- +4 
| pulsive 
A-13 H.M 41 16/18 55 = Assaultive, destructive, refuses food, im- ++ 
| pulsive, untidy, denudative 
A-14 M.M 32 10/12 12 -—- Deluded, depressed, refuses food, halluci- | ++ 
nates, irritable 
A-15 H.O 50 17/19 197 — Anxious, deluded, hallucinates, hypochon- cone 
| driacal, impulsive, assaultive 
A-16 R.P. 57 | 34/34 43 Assaultive, deluded, destructive, impulsive, +4 
untidy, denudative 
A-17 R.S. 53 23/25 27 — Deluded, impulsive, irritable, overtalkative, | ++ 
interfering 
A-18 R.S. 57 23/23. 92 —- Assaultive, destructive, impulsive, irritable, | ++ 
untidy 
A-19 G.W 52 20/20 8 — Destructive, refuses food, hallucinates, un- | ++ 
tidy, denudative 
A-20 M.Y 43 17/12 63 — Assaultive, destructive, refuses food, im- | ++ 
pulsive 
B-1 J.A. 56 25/38 111 — Bizarre activity, hallucinates, overtalkative, | ++ 
untidy 
B-2 B.A 55 17/25 — -= Assaultive, deluded, hallucinates, impul- | ++ 
sive, irritable, hypochondriacal _ 
B-3 C.B 41 7/13 10 = Bizarre activity, deluded, destructive, hal- | ++ 
lucinates, untidy, denudative 
B4 M.C 20 3/6 105 | Insulin Assaultive, impulsive, irritable, overactive, | ++ 
sex acts (open) 
B-5 M.C 36 13/14 19 — Assaultive, deluded, destructive, halluci- | ++ 
nates, untidy 
B6 O.C 64 | 30/36 — —- Deluded, destructive, refuses food, impul- | ++ 
sive, untidy, denudative 
B-7 M.C 57 24/26 Deluded, destructive, impulsive, irritable, | ++ 
insomnia 
B-8 E.D 50 | 26/27 64 — Assaultive, deluded,’ destructive, refuses | ++ 
food, untidy 
B-9 B.E 31 3/4 135 | Insulin Anxious, deluded, destructive, refuses food, | ++ 
irritable, assaultive 
B-10 L.J. 74 25/27 14 _ Destructive, irritable, overactive, over- | ++ 
talkative, untidy 
B-11 E.L. 53 24/26 20 | Metrazole Bizarre activity, deluded, destructive, hallu-| ++ 
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TABLE 1.—Continued 


pressed, hypochondriacal 


Length of |. 
Hospital- 
Case ‘Age | fzation/ | No: of | Otner Treatment Description Score 
of Illness ; 
in Years 
B-12 E.L 44 7/9 110 | Lobotomy, Assaultive, depressed, destructive, irritable, | ++ 
1947 insomnia 
B-13 A.M 62 | 39/43 | + 27 — Deluded, destructive, hallucinates, untidy, | ++ 
insomnia 
B-14 J.0 42 13/16 | 276 ~- Assaultive, destructive, irritable, untidy, | +4 
insomnia, denudative 
B-15 E.P 68 26/27 18 ~- Anxious, hypochondriacal, irritable, over- | ++ 
talkative, insomnia 
B-16 M.R 47 18/20 — --- Assaultive, bizarre activity, deluded, hallu- | ++ 
cinates 
B-17 M.R 44 16/16 47 | Metrazole Assaultive, destructive, refuses food, re-| ++ 
7 tarded activity, untidy, denudative 
B-18 B.S 50 15/16 33 | Lobotomy, Deluded, destructive, impulsive, irritable, | ++ 
1946 overtalkative, assaultive 
B-19 M.P 55 22/33 10 —- Destructive, hallucinates, impulsive, un- | +-+ 
tidy, assaultive 
B-20 C.W 31 11/18 10 | Insulin Assaultive, deluded, destructive, untidy, | ++ 
insomnia, depilatory 
C-1 R.A. 44 17/24 10 — Destructive, refuses food, enihsive, untidy | ++ 
C-2 F.A. 46 19/21 364 | Insulin, Assaultive, destructive, refuses food, irri- | ++ 
metrazole table, untidy, denudative 
C-3 E.A. 45 | 15/15 | 194 — Assaultive, deluded, destructive, impulsive, | ++ 
insomnia 
C4 SB. 62 | 20/23 | 30 — Anxious, bizarre activity, destructive, re- | ++ 
fuses food, overtalkative 
C-5 H.B. 54 8/9 57 — Anxious, depressed, refuses food, homicidal | ++ 
BAC. 36 10/15 | 292 Assaultive, deluded, impulsive, irritable, | ++ 
sex acts (open) 
C-7 S.D. 35 15/15 | 124 | Lobotomy, Deluded, impulsive, irritable, untidy, in- | ++ 
1947 somnia 
C-8 C.D. 40 16/22 41 — Deluded, destructive, refuses food, impul- | ++ 
sive, untidy, denudative 
C-9 L.D. 49 14/14 55 | Metrazole Assaultive, deluded, hallucinates, impulsive, | ++ 
C-10 J.G. 37 12/12 | 195 — Assaultive, deluded, impulsive, insomnia, | ++ 
anorectic, denudative 
C-11 M.J. 33 9/9 390 — Deluded, destructive, impulsive, irritable, | ++ 
assaultive 
C-12 M.]J. 38 3/4 212 — Assaultive, deluded, destructive, anorectic, | ++ 
impulsive 
C-13 M.J. 17 2/2 231 _— Anxious, deluded, hypochondriacal, impul- | ++ 
sive, irritable, assaultive 
C-14 M.O. 43 24/24 85 —- Assaultive, destructive, sex acts (open), un- | ++ 
tidy, insomnia 
C-15 N.P. 35 16/17 286 — Assaultive, bizarre activity, destructive,| ++ 
untidy, denudative 
C-16 D.P. 39 11/17 | 175 — Assaultive, deluded, hallucinates, impul- | ++ 
sive, insomnia 
C-17 M.S. 42 7/18 141 — Assaultive, deluded, destructive, anorectic, ++ 
overtalkative 
C-18 C.S. 37 | 20/21 | 209 | Insulin Assaultive, deluded, destructive, impulsive, | ++ 
anorectic 
~ C-19 J.W. 46 14/16 33 — Assaultive, deluded, destructive, impulsive, | ++ 
denudative, hallucinates 
C-20 E.Z. 35 10/13 194 — Assaultive, destructive, hallucinates over-| ++ 
: talkative, untidy, denudative 
D-1 H.A. 35 10/25 | 167 _— — Assaultive, destructive, impulsive, untidy, | ++ 
irritable, unpredictable 
D-2 P.A. 52 18/22 78 — Anxious, bizarre activity, deluded, de-| ++ 


| 
D 
D 
D 
D- 
as 
Se 
col 
vite 
sali; 
to 
mec 
T 
1.0 
twic 
| | hou 
4 0 


Effect of Reserpine on the Chronic Disturbed Schizophrenic 5 


TABLE 1.—Continued 


Length of 
Hospital- 
Case Age | jzation/ | No: of | Other Treatment Description Score 
of Illness 
ears 
p-3 A.B 36 10/14 | 405 — Assaultive, bizarre activity, destructive,| ++ 
impulsive, overactive 
p-4 E.B. 38 17/18 162 | Metrazole Destructive, loss of interest, mute, re-| ++ 
tarded activity, untidy 
D-5 M.C 35 6/15 ye — Assaultive, deluded, hallucinates, impul- | ++ 
sive, suicidal 
D6 E.D 24 4/5 ‘ 360 — ‘| Assaultive, deluded, hallucinates, hypochon-- ++ 
driacal, irritable, bites 
D-7 S.D 33 10/10 344 — Destructive, euphoric, hallucinates, impul- | ++ 
sive, untidy, denudative, depilatory 
D-8 E.D 40 11/12 29 Deluded, destructive, hallucinates, ++ 
overtalkative 
D-9 M.G 36 16/16 34 — Assaultive, deluded, destructive, halluci-| ++ 
nates, overtalkative 
D-10 C.G 48 13/15 | 206 — Destructive, anorectic, mute, untidy, de- | ++ 
nudative, depilatory 
D-11 G.H 38 7/13 165 | Insulin Anxious, deluded, depressed, hallucinates | ++ 
D-12 C.M 28 4/5 211 | Insulin Assaultive, deluded, impulsive, sex acts | ++ 
(open) 
D-13 P.M 45 15/19 | 227 | Insulin, Bizarre activity, deluded, destructive, irri- | ++ 
metrazole; table, assaultive 
lobotomy, ++ 
1946 
D-14 N.P 40 4/4 35 = Anxious, deluded, hallucinates, impulsive, | -++ 
assaultive 
D-15 E.P. 43 12/13 | 369 — Assaultive, deluded, impulsive coe 
D-16 M.P. 35 13/19 | 194 — Assaultive, bizarre speech, hypochondria- | ++ 
cal, impulsive 
D-17 M.R 36 7/13 376 | Insulin Assaultive, anxious, bizarre speech, deluded, | ++ 
destructive, bites 
D-18 D.S. 40 24/24 12 | Metrazole Assaultive, destructive, sex acts (open) un- | ++ 
tidy, insomnia 
D-19 A.W 42 6/?10 23 —. Assaultive, deluded, refuses food, halluci- | ++ 
nates, impulsive 
D-20 M.Z. 58 7/37 75 — Bizarre activity, overtalkative, deluded) ++ 
| overactive, interfering 


pasil. Group C received a placebo plus electro- 
convulsive therapy. Group D received both 
Serpasil and electroconvulsive therapy. 

Preparation of placebos. A saline placebo 
colored with a small amount of riboflavin to 
resemble exactly the injectable Serpasil was 
prepared by introducing 0.1 ml. of injectable 
vitamin into a sealed sterile container of normal 
saline. Placebo tablets identical in appearance 
to the active tablet were obtained for oral 
medication. 

Treatment first week. Serpasil, 2.5 mg. in 
1.0 ml. of fluid, was injected intramuscularly 
twice daily, morning and evening, . twelve 
hours apart, into forty patients constituting 
Groups B and D. At the same time, 1.0 ml. 


of saline placebo was injected into forty 
patients comprising Groups A and C. 
Treatment second week. Crushed tablets 
were given to all patients cooperative enough 
to take oral medication. Five tablets containing 
a total of 5.0 mg. of active alkaloid were 
crushed in a mortar and mixed with honey. 
Five similar placebo tablets were prepared in 
the same way. This confection was then 
administered night and morning for a total 
of 10 mg. a day in place of the intramuscular 
injection in all patients who were able to take 
it by mouth. In persistently resistive and 
assaultive patients intramuscular injection 
of 2.5 mg. of Serpasil twice daily was continued 
until they were able to take the medication 


we 
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by mouth. In each case, however, oral medica- 
tion was offered the patient first and the 
injection given only when the attendant nurse 
was unsuccessful. 

Treatment third and fourth weeks. Placebos 
or 5.0 mg. of reserpine, depending on the group 
was given orally b.i.d. When the patient 
appeared to be losing any ground gained during 
the previous weeks, she received a “boosting 
dose” of 5.0 mg. intramuscularly in addition 
to the usual 10.0 mg. a day by mouth. 

Treaiment fifth to eleventh week. The alkaloid 
or the placebo was continued in the same 
dosage. However, during this time the dose 
was adjusted according to physiological 
response. The dose given was just short of 
that required to produce a mild tremulousness. 
It must be emphasized that at this stage the 
dosage was entirely determined by its effects 
upon the patient, as will be discussed later. 

Treatment twelfth and subsequent weeks. 
At the commencement of the twelfth week 
the groups previously used as controls were 
also given the active drug. Thus, after the 


~ 
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Appendix |. 
Project 1. Hoepite) Record Neo, 
Case No. Name Sex Age 
Clinical Summary; 
Diagnosis: 
‘Reason for ECT at present: Present Treatment; 
Other Treatment: 
1. Leucotomy 2. Insulin 3. ECT 4. Other 
PROGRESS INTERVIEWS Before After 
Ce 
weight 
| Interviews 
2234567891001 12 
i c. 
Alim, 
UG. U. 
Skin To. 
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eleventh week both Groups A and B were 
given Serpasil, and Groups C and D received 
reserpine and electroshock. This was done Ly 
switching the placebo tablet for the identical! 
but active Serpasil tablet in the expectation 
that Groups A and C, which acted 4s contr:)\s 
for the first eleven weeks, would now improve 
in a similar way as did Groups B and D. 

The therapeutic regimen employed when 
the control patients were switched to the 
active drug followed an adaptation ,of the 
methods advised by Kline and Barsa,' ‘i: 
volving one injection of 5.0 mg. a day in the 
morning with concurrent oral medication of 
5.0 mg. morning and evening. Thus, each of 
these patients received a total of 15.0 mg. jer 
day. Injections were discontinued after seven 
days and the oral dose adjusted to the require- 
ments of the individual patients. Groups B and 
D continued to receive the doses on which 
they appeared to be stabilized in the eleventh 
week. 

Electroconvulsive therapy. Groups C and D 
were given weekly convulsions during the 
first six weeks and thereafter received one 
treatment at fortnightly intervals. From the 
twelfth week Group C, which was then trans- 
ferred from placebo to Serpasil, received 
weekly treatments, thereby repeating the 
procedure applied to Group D in the [first 
weeks of the investigation. 
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Appendix 2 
Age Group 
Sex 
NURSING DATA: -- Please record how much attention this patient has 
required week by week. 
If excessive record ++ 
lf considerable record + 
If ne more or less than is usual record +— 
If less record - 
Uf markedly reduced record - - 
Week Any Comment Any Comment | 

2 

13 

14 

4 

16 

6 i7 

7 

19 

9 
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NURSING EVALUATION 


Appendix > 
Ramet Group: No.: 
SYMPTOM RATING 
Assaultiveness 
Annety 
B.rarre activity 
Pisarre speech 
Dy ‘usions 
De 
uphoria 

Food Refusal 
H. inatons 

Fic. 3 
Method of Evaluation 


The problem of amenability to nursing 
care and psychiatric assessment were separated 
so that two sets of comparative evaluations 
were undertaken on the same patients during 
the course of the study—one by the nursing 
staff and one by the medical staff. A five-point 
ranking score was used in both instances. 
(See figs. 1, 2, and 3.) The designation plus- 
plus was used on the nursing score sheets to 
represent a very difficult patient, one very 
likely to be assaultive, destructive, and dirty. 
On the medical score sheets, plus-plus meant 
a severely disturbed schizophrenic. At the 
other end of the scale, the designation minus- 
minus represented a completely amenable 
patient on the nursing score and a markedly 
improved patient on the medical sheets. The 
range of the score was minus-minus, minus, 
plus-minus, plus, plus-plus. Figures 1, 2, and 
3 show the score sheets used in keeping medical 
and nursing records and the detail record of 
symptomatic improvement. 

In order that bias should be excluded as 
far as possible from the study, neither the 
medical nor the nursing staff was told the 
design of the investigation. The placebo was 


labeled Reserpine “A” and the active alkaloid 
Reserpine “B,”’ so that it was thought that 
two types of reserpine were being used to 
treat patients as part of an ordinary thera- 
peutic program. The physicians knew only 
that a control study was being carried out. 

Nursing evaluations were made by the 
senior nurse and her assistants in consulta- 
tion, with the medical worker in attendance. 
Medical evaluations during the first eight 
weeks were made at weekly intervals. A 
physician with personal knowledge of the 
cases for long periods but who had no informa- 
tion whatever about the group to which each 
patient belonged was available to give neutral 
opinion on the clinical changes. In subsequent 
months, fortnightly intervals elapsed between 
the interviews. 

At each interview the patient was seen in 
an office for as long as was necessary to form 
an opinion. The senior nurse was always in 
attendance at these medical interviews. How- 
ever, the medical observer was not offered any 
information and formed an opinion on the 
interview alone. This opinion and the author’s 
evaluation were immediately set down as 
soon as the patient left the room. In both 
instances the opinion was expressed nu- 
merically by designating each patient from 
minus-minus to plus-plus. 


Resutts ® 
Group A (Placebo) 


During the first week an increased degree 
of cooperation was noticed in all but the 
most disturbed cases. Some patients came up 
to the medication cart for their injections 
without being assisted by attendants and 
others appeared less resistive than expected. 
However, the incidence of seclusion and 
sedation was not materially altered and sub- 
stantially the same number of patients were 
considered suitable for and continued to 
receive hydrotherapy and cold packs. 


Group B (Serpasil alone) 


The changes seen in this group of patients 
were distinctly unlike those enumerated above. 
During the evening of the first day and on the 
day following the first injection, there was a 
marked calming effect upon motor activity. 
The hyperactive and noisy patients were less 
active and less noisy. The skin in the fair- 
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complexioned patients was seen to be markedly 
flushed. The effect of the drug could be ob- 
served in the injected conjunctivae and con- 
stricted pupils of patients of all complexions. 
The majority had nasal congestion and some 
had periorbital edema. Some patients suffered 
sharp bouts of diarrhea, and those who were 


able complained of epigastric pain, which 


was quickly relieved by milk. Their move- 
ments became slow, and several patients, 
previously active and rowdy, sat quietly and 
some would move only reluctantly. The 
tenseness which had characterized the facies 
of certain patients and their agitated demeanor 
were no longer seen to the same degree. Some 
cases formerly openly aggressive and assaultive 
were assaultive only when irritated by other 
patients or by nursing attention. 

Observation of this group for several hours 
continuously on the fourth day of treatment 
showed that many had swings of mood of 
remarkable rapidity; for as long as half an 
hour at a time some patients showed strikingly 
increased rapport, only to lapse again to 
their usual mental state. The torpor and 
lability of mood gave way by the seventh day 
to a euphoria which increased with the lessen- 
ing of torpor. 

The rate at which these changes became 
apparent varied from individual to individual. 
At the end of the first week five patients of 
Group B showed no changes other than the 
flushing of the skin and injection of the con- 
junctivae. During the subsequent week these 
five patients showed some of the changes ob- 
served in the other fifteen during the first 
week, but at no time did they show the calm- 
ness and the slowing of motor activity seen 
in the others. By the end of the third week, 
three cases showed remarkable clinical im- 
provement and five remained completely 
unchanged. The others showed intermediate 
degrees of improvement. 

The average numerical score for Group B 
was plus 14 on the fifteenth day of treatment 
and minus 10 at the end of the study. (See 
fig. 4.) The major fall from plus 40 to plus 
14 was accomplished in the first two weeks. 

During the third and fourth weeks, the 
majority of patients were salivating excessively 
and a few were drooling. This was followed by 
the faces of two patients becoming expression- 
less and their gait festinating. They showed 


a fine tremor and appeared to be approaching 
a pseudo-Parkinsonian state. This condition 
was reversed by reducing the dose by one-third. 

At the end of the fifth week assaultiveness 
and destructiveness were considerably re- 
duced, the patients were cleaner, and some 
began to take a new-found pride in their 
appearance. Several cooperated in smal! 
ward tasks and many remembered to observe 
the little courtesies of life. From this point 
on, no new changes were seen. One fourth of 


the cases were unresponsive to treatment and 


showed no alteration. 

The most improved one-fourth held their 
gains very well, whereas there was some fluc- 
tuation in the condition of the intermediate 
half. A few of these “intermediate patients” 
showed as much change as-the best cases but 
were given a lower score because of occasional 
lapses. Others at the lower end of the scale 
were little better than the unimproved cases 
but were given a higher score on account of 
periods of increasing rapport and cooperation. 
These intermediate cases, comprising half 
the patients in the group, represented, on the 
whole, an appreciable clinical change. This 
degree of change proved to be of benefit to 
their management. The wards were kept 
cleaner and the atmosphere was quieter. The 
amount of soiled linen sent to the laundry 
and the number of torn garments were sub- 
stantially reduced. After the ninth week, pa- 
tients of Group B and those in Group D were 
similar in nearly all respects, and the descrip- 
tion under Group D applies to both groups. 


Group C (Placebo plus Electroconvulsive 
Therapy) 


This group of twenty cases showed only 
slightly greater amenability than Group A 
treated with placebos. However, whereas 
Group A reverted to their original difficulties 
by the end of the sixth week, Group C, treated 
with electroshock plus placebo, maintained 
the initial improvement and at the end of the 
tenth week scored plus 28 as against plus 38 
for Group A. 


Group D (Serpasil plus Electroconvulsive 
Therapy) 
The changes observed in Group B cases, 
treated with Serpasil alone, were also to be 
seen in Group D. However, in this latter group 
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the improvement was of slightly greater degree 
and much more rapid in onset. The amenability 
curve dropped sharply in the first week to 
zero from 40 plus and remained consistently 
below zero through the course of the study. 

In the clinical evaluations Group D also 
was given a better score than Group B. Several 
patients showed a remarkable improvement 
in their rapport and were able to carry on 
prolonged conversations which were consistent 
and rational as to subject matter. The greatest 
improvement occurred in the first two weeks of 
treatment, as was observed in Group B, treated 
with Serpasil alone. Incidence of side effects 
was no greater in Group D than in Group B. 


However, during electroconvulsive therapy, 


increased bronchial secretion and hypersaliva- 
tion were found to be mildly troublesome, since 
the mouths of some patients would become 
filled with saliva and mucoid secretion during 
the convulsion. In this group the slow recovery 
of normal respiration was a marked feature, 
although only one case of moderately pro- 
longed apnea was observed. The voltage and 
duration of the current administered were 
reduced to the minimum possible required 
to produce a convulsion. During the second 
week a considerable reduction of current was 
possible. 

During subsequent weeks the difficulty 
with respiration during shock treatment 
diminished. However,- lower voltage and 
shorter periods of time were employed than 
previously. The progress of Group D approxi- 
mately paralleled the improvement made by 
Group B on the third week. The side effects 
seen and the proportion of cases markedly 
improved as against those who were unim- 
proved were similar. The intermediate group 
comprised 50 per cent of cases and also showed 
various degrees of response to treatment. 

At the commencement of the eighth week 
all 80 patients were removed to one floor and 
then an intensive rehabilitory program was 
instituted, adjusting the amount and type of 
work to the degree of amenability of small 
groups of patients, irrespective of their experi- 
mental grouping. The results of this procedure 
showed that patients almost exclusively from 
Groups B and D were to be found in the 
therapeutic activity groups, showing that they 
were very much more amenable, cooperative, 
and interested, whereas patients from Groups 
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A and C (A received placebo; C received shock 
and placebo) did not respond favorably. The 
scores of Groups B and D (B received Serpasil; 
D received Serpasil and shock) improved 
during this phase, but those of A and C 
changed only slightly. 


Groups A and C (Twelfth and 
Subsequent Weeks) 


At the beginning of the twelfth week, when 
each of the four groups had maintained a 
steady level of behavior for approximately 
six weeks, the control groups, A and C, were 
switched to the active alkaloid by substituting 
the active solution and tablets for placebos, 
which looked identical in all respects. So 
far as alk the personnel, medical and other- 
wise, were concerned, the patients were still 
receiving “Serpasil,” half with electroconvul- 
sions and half without. 

In order that prejudice should not enter 
into the later evaluations and in order to 
compare two dosage schemes, it was considered 
desirable to give them an injection only in 
the morning and to administer tablets instead 
of the evening intramuscular injection of 2.5 
mg. of Serpasil, as had been the case when 
starting Groups B and D. After the switch, 
Groups A and C were given one injection 
of 5.0 mg. and two oral doses of 5.0 mg., one 
at night and one in the morning. These groups, 
therefore, were given a larger initial dosage 
(15.0 mg. a day) than Groups B and D, which 
had received parenterally individual doses 
(5.0 mg. the first week). 

The intramuscular injection was eliminated 
at the end of the first week and subsequently 
used only as a boosting procedure. After the 
switch to reserpine, the results obtained in 
Groups A and C were similar to those that 
had been seen in B and D, but the improve- 
ment was not so rapid. These patients were 
extremely lethargic, confused, flushed, and 
some had facial and ankle edema. Others 
complained of severe headaches and deep 
pains in their limbs. There was very noticeable 
improvement in amenability in the first week, 
but not as much as was seen in the first patients 
(Groups B and D) treated with the alkaloid. 
During the second week of active drug . 
administration: the patients in Groups A and 
C appeared to become more disturbed and 
“turbulent” than previously. The majority 
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showed changes for the worse, so much so that 
an attendant complained, “I don’t know 
what’s come over these patients today— 
they’re beating us up.” 

This apparent relapse of patients in Groups 
A and C during the second and third weeks 
after the switch-over to active alkaloid, 
probably representing the turbulent period 
described by Barsa and Kline, had. not been 
observed in the initial stages of the experiment 
in groups B and D. This may be attributed 
to the larger initial dosage. Groups B and D 
showed gradual and satisfactory improvement 
with only euphoric symptoms appearing 
where turbulence appeared in Groups A and C. 

During the third and fourth weeks a sharp 
improvement in the condition of these patients 
took place, so that the scores at the end of 
this week for Groups A and C were similar 
to those obtained at the end of the first week 
with Groups B and D. The course followed 
during subsequent weeks by these cases did 
not suffer from that observed in the earlier 
groups treated in the study. 

After the tenth week of the investigation, it 
was possible to organize successfully the 
reserpine patients and hold tea parties, 
sewing circles, walks, dances, bingo parties, 
musical get-togethers, with the patients 
assisting in the arrangements. The number able 
to assist with ward work rose sharply and the 
general atmosphere prevailing on the floor 
housing the treated patients contrasted very 
favorably indeed with the noisy, rowdy, 
belligerent, and uncooperative attitude on the 
untreated floor. 

The length of home visits for patients on 
Serpasil increased. However, many who had 
made sufficient recovery to return home were 
unable to do so because they had lost contact 
with their families and relatives. Of the 
remaining patients, 50 per cent made good to 
_ moderate improvement and 25 per cent showed 
very little change. 


Groups C and D both received electro-} 


shock and Groups A and B did not. This 
provided a means of studying the effects of 
electroconvulsive therapy alone and as an 
adjunct to reserpine treatment compared with 
controls. 


TABLE 2.—Suowinc DEGREE OF [MPROVEMEN’ 
IN Group 


++ + | +- 

November 29, 1954 

A 20 

B 20 

20 

D 20 
February 10, 1955 

A 

B 5 1 3 5 5 

Cc 13 4 1 

D 3 4 4 3 6 
April 2, 1955 

A 4 1 7 5 4 

B 4 3 3 4 6 

3 2 6 4 

D 4 3 3 4 6 


the attention involved in the management of . 


the cases under study, produced an approxi- 
mate ten-point improvement, which was 
maintained throughout the first part of the 
investigation. (See table 2.) However, only 
after the eleventh week, when Serpasil was 
substituted for the inactive placebo tablets, 
was improvement substantial. Similar results 
were obtained when the placebo tablets were 
switched for reserpine in the “placebo alone” 
group (A). 

Except for the first two weeks, the difference 
between the groups receiving Serpasil alone 
and Serpasil plus electroconvulsive treatment 
was never large enough to exclude the possi- 


‘bility of error in scoring. The difference 


between the groups receiving placebos alone 
_and the groups receiving shock and placebos 
was also negligible. After the twelfth week, 


» when Groups A and C were switched over to 


The graph (fig. 4) illustrated the relative ‘the active alkaloid, both these groups behaved 
differences in the four procedures employed: ‘in a manner similar to that previously observed 
The use of electroshock alone, together with 


in Groups B and D. 
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DISCUSSION AND CONCLUSIONS 


This study was undertaken to answer the 
question of whether reserpine (Serpasil®) 
had any therapeutic value in the chronic 
disturbed, long-stay schizophrenic and, if 
so, whether it was inferior to, equal to, or 
superior to electroshock as a maintenance 
measure. The findings obtained from over 
eighteen weeks of study have shown the 
superiority of reserpine over shock in this 


_ category of patient. Several other points have 


been clarified, and, in addition, certain 
interesting avenues for future work in estab- 
lishing accurate indications for the drug have 
been suggested. 

The end results obtained be starting with 
lower doses (2.5 mg. b.i.d. in Groups B and D) 
were as good as those in the groups receiving 
large initial doses (5.0 mg. IM o.d. apd 5.0 
mg. PO b.i.d.). In addition, contro? was 
achieved more smoothly without patients 
going through the turbulent period reported 
by Kline and observed by ourselves when large 
initial doses were given (Groups A and C). 

A standard fixed dosage for all patients is 
unsatisfactory. Rather, the effects of the 
drug should be the guide to required dosage. 
Where no physiological response is obtained, 
the dose may be considered to be too small. 
At the other extreme, when a generalized 
tremor, severely troublesome drooling, and 
deep limb pains or even mild convulsive 
seizures are seen, the dose is unnecessarily 
large. These effects cannot be accurately 


described as toxic effects and each one is. 


rapidly reversible. The pseudo-Parkinsonism 
is relieved within three days by reducing the 
dose by 30 to 50 per cent. 

It would seem that the flushing, the con- 
junctival injection, the clamminess of the 
skin, the lowered pulse rate, the fine tremor, 
and the hypersalivation are useful features 
insofar as they indicate that the drug is taking 
effect. These features do not persist even when 
the dose is increased, and in most cases where 
the drug is not pushed until a gross tremor is 
obtained, they disappear after the third 
week except for the hypersalivation. 

It is suggested that during the first three 
weeks the patient should be brought under 
control with gradually increasing doses. Intra- 
muscular injections of 2.5 mg. night and 
morning, preferably twelve hours apart, for 


the first week, replacing the intramuscular 
injections with oral administration during 
the second week in all the patients able to 
take the medication by mouth with 5.0 mg. 
orally b.i.d., and in the third week going on to 
oral medication entirely appears to be a 
satisfactory method which has few disad- 
vantages. Booster doses and several dosage 
adjustments were found to be essential to 
the management of all cases. Those patients 
who were maintained at a stage just short of 
moderate tremulousness and excessive drooling 
showed the better ultimate results. The prob- 
lems arising from hypersalivation, excessive 
secretion from the bronchial tree during shock, 
and the slowness of respiratory recovery after 
electroconvulsion represent in most cases only 
minor problems, which prompt management 
readily controls. 

It is possible to argue from the findings 
that reserpine, with electroshock as an adjunct, 
is the method of choice among the possibilities 
studied. The case for this method is strong 
when the results of only the first four weeks 
are considered. It may be that one short 
course of electroshock of about four treatments 
at the commencement of Serpasil therapy may 
be advantageous. Certainly, the first electro- 
convulsions administered after one week of 
reserpine injections appeared to augment 
strongly the effects of the drug. However, the 
beneficial influence of shock as an adjunct 
was not seen in nearly the same degree in sub- 
sequent weeks. Shock alone in this class of 
patient does not compare favorably at all 
with Serpasil, which is superior. Therefore, 
electroshock can be described at best as a 
useful accessory method. 

It must be borne in mind that the great 
majority of chronically ill schizophrenics 
have had electroconvulsions and can _ be 
justifiably described as “shock failures.” 
Several of the cases currently studied have had 
several hundred shock treatments, with tran- 
sient effect or none. Such patients form a sub- 
stantial proportion of the mental hospital 
population of any country. It is in this class 
of patient that the effects of Serpasil appear 
greatly super.or to the results obtained from 
electroshock. 

Although reserpine treatment promises to 
supersede shock treatment in the majority of 
chronically ill long-stay disturbed schizo- 
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phrenics, it has some disadvantages. For’ the 
first few weeks, the process of bringing the 
patient under control requires constant’ and 
skilled medical supervision. The physiological 
effects which determine the daily dose must 
be understood, so that the patient is always 
maintained at the optimal level. It is slow- 
acting in terms of clinical results, so that a 
period of about seven weeks of observation 
and management is necessary to obtain optimal 
response in the average patient. Also, its 
long-term effects have not yet been completely 
studied. Its possible effects on diencephalic 
centers and the arhygdaloid nucleus and its 
influence on cerebral metabolism are unknown. 

However, Schneider and his colleagues have 
shown that the action of Serpasil on the 
autonomic nervous system is apparently due 
to an indirect depression of the hypothala- 
mus. The significance of the edema observed 
in some patients is not yet clear, but it might 
be explained by the findings of Gaunt e/ al., 
which suggested the hypothesis that reserpine 
may, to a slight degree, stimulate the release 
of the antidiuretic hormone of the posterior 
pituitary.’ In spite of its sedative action, 
quieting uncontrolled emotional behavior, 
Monroe has shown electroencephalographically 
that this differs from normal sleep and the 
hypnotic action of the barbiturates. The 
EEG of the reserpine-treated patient resembles 
that of the awake individual.” The problem 
of the severely ill chronic schizophrenic is so 
distressing a human problem and so serious a 
national problem that the advantages of this 
drug in this category of cases would seem to 
outweight any side effects future studies may 
reveal. 

Although a detailed classification of these 
very-long-stay disturbed patients in terms of 
the accepted clinical categories was considered 
irrelevant in a comparative study such as this, 
it should be stated that the catatonic patients 
showed a minimal response to treatment, 
whereas the paranoid type gave better re- 
sponses. The hyperactive, assaultive, irritable, 
unpredictable, destructive, and dirty patients, 
irrespective of diagnostic type, appeared to 
give the best results. Electroconvulsive therapy 
may be a useful accessory method during the 
initial stages of reserpine treatment. 

On reserpine alone, 25 per cent of such cases 
are markedly improved; another 50 per cent 


moderately or mildly improved; and the 
remaining 25 per cent remain unimproved. 
The findings indicate, therefore, that reserpine 
has a definite place in psychiatric hospital 
practice. 


SUMMARY 


The effect of Serpasil was studied in 8) 
severely ill long-stay: schizophrenic patients — 
to determine whether its use would prove — 


superior to, equal to, or inferior to electro- 
convulsive therapy as a maintenance measure, 

These patients formed a homogeneous grou)) 
of “difficult management problems,”’ requiring 
excessive medical and nursing care, restraints. 
heavy sedation, seclusion, hydrotherapeuti 
and pack treatments. They were divided into 
four matched groups of 20 each, receiving: A, 
placebo; B, Serpasil; C, placebo and electro- 
shock; and D, Serpasil and electroschock. 
To avoid prejudice in the evaluation of im- 
provement, no one except the author knew 
the design of the experiment. 

Two standards for measuring improvement 
were employed: first, amenability to nursing 
procedures and the change in the patient as a 
ward citizen; secondly, clinical improvement, 
based on psychiatric interviews. The senior 
nurse and her assistant evaluated the amena- 
bility of the patient weekly. The author and a 
physician with long knowledge of the cases 
but with no knowledge of their experimental 
grouping determined the clinical scores weekly 
for the first eight weeks and then fortnightly. 
The scores were expressed numerically and 
plotted graphically in addition to the full 
recording of medical opinion. 

The results howed that Serpasil produced 
beneficial effects which were superior to 
maintenance shock treatment in the severely 
ill long-stay schizophrenics. Twenty-five per 
cent of these cases were markedly improved; 
50 per cent were moderately or mildly im- 
proved. The remaining 25 per cent, although 
psychiatrically unimproved, were easier to 
manage from a nursing standpoint. 

These results and the techniques of adminis- 
tration of Serpasil are discussed. Best results 
were achieved by starting with 2.5 mg. paren- 
terally twice daily for the first week and trans- 
ferring the patient to 5.0 mg. orally twice 


‘ daily during the second week. Thereafter, the 


most satisfactory regimen was one that 
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employed individualization of dosage. It is 
emphasized that favorable results were ob- 
tained in cases which had not previously 
yielded to one or more known methods of 
treatment. 
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THE PROBLEM OF TIME IN PHILOSOPHY, NEUROPHYSIOLOGY 
AND PSYCHIATRY 


RICHARD D. CHESSICK, M.D. 


Philosophy often originates some very 
significant ideas which serve to stimulate 
thinking and investigation in many fields of 
science. Thus it performs an important 
integrative function, as exemplified in recent 
scientific interest concerning the classical 
philosophical problem of time. 

In his book, Time and Free Will (2), Bergson 


.brings together a number of concepts of great 


importance in philosophy, neurophysiology, 
and psychiatry. The purpose of the book is to 
point out the artificiality of scientifically 
measurable time as opposed to something 
Bergson calls “real concrete duration”. Note 
the subtitle of the book: An Essay on the 
Immediate Data of the Consciousness. Here 
we already find a prophetic hint that discussion 
of Bergson’s conclusions about time and the 
conscious mind would prove to be very much 
involved in the recent day findings of investiga- 
tions in the mathematical biology and physi- 
ology of the nervous system, on the one hand, 
and in psychiatry, on the other. This problem, 
in fact, forms one of the integrating links in 
physiological and psychological investigation, 
as we intend to point out. 

Returning to the book, it bases its arguments 
on the questionable hypothesis that “greater” 
and “less” imply space. What Bergson seems 
to be really driving at, however, appears later 
on in his work. This is the proposition that 
space is homogeneous and belongs to the 
external world, whereas duration and succession 
belong to the intellectual apparatus of the 
conscious mind. 

For example, in sleep, where our perception 
of space is no longer intellectually ordered, our 
notion of time is freed of the bounds which 
consciousness imposes upon it, and becomes 
“instinctual” in nature. It follows that 
because of this instinctual and _ personal 
nature of Bergson’s “real” time, there occurs 
an intermingling of past, present, and future, 
which we characterize intellectually as gross 
distortions in time perception. Bergson’s 
point is that “instinctual” or “real” time is 
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perceived only in this manner, and it is the 
work of intellect to superimpose an abstrac: 
succession in space upon our natural perception 
of time. We then get into the habit of a socia! 
or intellectual interpretation of time, whic!) 
masks the “real’”’ nature of the phenomenon. 

This philosophical argument is supported by 
psychology which describes how in states oi 
alteration or disturbance of intellectua! 
conscious processes, whether due to slee}). 
drugs, disease, etc., there occurs what appears 
to the intellect to be a remarkable distortion 
of time perception; and the past, present, an 
future become kaleidoscopically intermingled. 

The argument is also supported by cyber- 
netics, or the mathematical study of automata 
(12). Here again a distinction is made between 
the “Newtonian” time inextricably bound up 
with intellectual calculating processes, and the 
“Bergsonian” time in which the automata 
really seem to exist. 

Even more remarkable distortions of our 
perception occur in schizophrenia, where not 
only time perceptions but space and motion 
perceptions are capable of being twisted 
completely, as a secondary feature to the 
fragmentation of the personality. This is of 
extreme interest to both philosophy and 
psychiatry, as was recognized by Schilder (9). 

For example, the present author recalls a 
case in which an acute schizophrenic episode 
was preluded by the chief complaint of the 
patient that “all the clocks in the place are 
slowing down”; the clocks were reported as 
becoming slower and slower until finally “all 
the clocks have stopped’”—and the patient 
became acutely psychotic. It is probable that 
what is being referred to here is the classical | 
sense of impending fragmentation of the whole 
mental works, found in patients approaching 
the beginning of a schizophrenic episode. 
But what is interesting is the expression of this 
slowing of the mental works through dis- 
turbances in conscious time perception, again 
indicating the close relation of time peception 
to psychological status. 
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Schilder cites a number of similar representa- 
‘ive cases in both depressive reactions and 
schizophrenic reactions, in which the intimate 
relation between time perception and the 
psychological status is obvious. He concludes 
ihat time experiences cannot be isolated from 
our aims in life or from our relations to the 
future. 

Thus, psychiatry also insists that our 
fundamental perception of time is what 
Schilder calls “‘biological’’. That is to say, time 


perception may be distorted like any other 


perception; the experience of time is inter- 
woven with the emotional factors and the 
actual biological situation of the percipient. 
Who expresses this better than Proust—A /a 
recherche du temps perdu? (says Schilder). 
Psychoanalytic psychiatry also would tend 
to support Bergson and Proust when they 
insist that the social or intellectual perception 
of time is basically tied up with psychological 
conscious awareness, as Freud has pointed out: 


The processes of the system Ucs are timeless; i.e. 
they are not ordered temporally, are not altered by the 
passage of time, in fact bear no relation to time at,all. 
The time-relation also is bound up with the work of 
the system Cs (4). 


In this passage we have an integrating 
viewpoint of extreme interest to philosophy, 
neurophysiology, and psychiatry. When one 
approaches the study of neurophysiological 
time or true “instinctual” or Bergson’s 
“real” time, one becomes involved in the 
investigation of the unconscious! Even Bergson 
is aware of this fact, for he writes: 


Pure duration is when our ego... refrains from 
separating its, present state from its former states. It 
forms the past and present into one organic whole, 
where there is mutual penetration, succession without 
distinction (2). 


We cannot go too far with our integrating 
viewpoint because there are serious faults in 
Bergson’s philosophy. One must agree first of 
all with Russell’s criticism (8) of Bergson’s 
arguments, which he shows to contain serious 
syntactical and analytical shortcomings. There 
is beautiful poetic vision in Bergson, but the 
arguments leading up to the visions are 
unfortunately often characterized by mere 
play on words. When Bergson’ becomes 
mystical with his concept of “real duration’”’, 


we scientists must part company with him. 
The definition of ‘“‘real time” is an exceedingly 
complicated problem, and one must be very 
careful not to fall. into the medieval error of 
giving a metaphysical “reality” to such an 
intangible, and then endlessly discussing it 
without hope of ever actually gaining empirical 
knowledge of the subject. 

Bergson’s important contribution from the 
scientific point of view is to emphasize that two 
important problems are involved in our 
consideration of time. These are: 1) how the 
conscious intellect perceives the flow of time 
and 2) the question of the existence of a true 
philosophical time, which is different from 
that which our intellectual perception of time 
would lead us to believe. His actual argument 
rests on a confusion between the biological 
basis for our sensation of the passage of time, 
which tells us nothing about the “real” or 
intrinsic nature of time, on the one hand, and 
this “‘real’”’ or intrinsic nature of time, on the 
other. We wish to discuss and to separate 
these for the purpose of demonstrating the 
contributions of psychiatry to our under- 
standing of time. Therefore, we have really 
three problems: 1) how the conscious intellect 
perceives the flow of time; 2) the biological 
basis for our sensation of the passage of time, 
or what might be called “‘primitive instinctual” 
or “biological” time; and 3) the “real” or 
philosophical nature of time. 

Schilder describes the processes involved in 
our conscious intellectual perception of time: 


There are the perceptual data, the sensations in 
ourselves, the world outside, the objects and the data 
coming from our bodies. There is also the living indi- 
vidual with his drives and urges who by a process of 
continual construction and reconstruction gives final 
shape to objects and to their relations in time. These 
constructive energies in ourselves bring final order 
into our experiences and so create the final perception 
of the flow of time (9). 


Sullivan (10) suggests that a “phasic” 
variation of living between waking and sleep, 
and of physicochemically conditioned recurrent 
needs and satisfactions, is basic and primary in 
human life. It is easy to see that the infantile 
prototype of time sensation may arise from 
this situation. Lewin (6) similarly cites the 
original infantile repetitive situation of 
hunger, oral satisfaction; and sleep, which 
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suggests the same kind of basis for the instinc- 
tual primitive sensation of the passage of time. 
These theories could be used to explain why 
there is a difference in time perception when 
the normal processes of conscious awareness 
are disturbed, on the basis of the regression 
that occurs under such conditions from normal 
intellectual perception of time to the primitive 
biological ‘sensations of time. 

Freud in the Interpretation of Dreams (5) 
suggests that the psychic system has a direction 
and that excitations traverse the system in a 
certain temporal order. Organization in time of 
conscious awareness seems to be based on this 
ordered flow of psychic processes. When the 
excitations in the system follow what Freud 
calls a “retrogressive course’, which is 
_ neurophysiologically equivalent to the situa- 
tion of regression described above, as in 
conditions of sleep, psychosis, etc., one gets the 
kaleidoscopic mingling of past, present, and 
future appearing in the conscious, as previously 
discussed. This description is as far as we can 
go in understanding the variations in time 
perception that occur under various biological 
conditions. It has nothing to do, as Bergson 
thought, with revealing the “real” or “philo- 
sophical” nature of time, but is a psychological 
phenomenon with concomitant neurophysi- 
ological events. With Bergson, the conscious 
time perception is postulated to be based on an 
indigenous mechanism of the intellect by 
means of which an order is brought into our 


state of conscious awareness. The intellectual © 


perception of time is thus tied in with conscious 
awareness in a way not clearly understandable 
at present. An examination of how this 
actually occurs is tied in with problems in the 
neurophysiological functioning of the nervous 
system, which have been thoroughly discussed 
in another communication by the author (3). 

What can be said about the “real’’ or 
philosophical nature of time? It is embarrassing 
to admit that centuries of philosophical 
discussion of the intrinsic nature of time have 
not yielded more fruitful understanding than 
is to be found in Book XI of St. Augustine’s 
Confessions (1). The following summary in 
modern terminology of our present under- 
standing of the intrinsic nature of time in 
philosophy, neurophysiology, and phsychiatry 
presents essentially the same propositions as 
those of Augustine. 


Richard D. Chessick 


These basic propositions about the nature 
of time are: 

1) There can be no such thing as “absolute 
time”’—time depends on creation, and before 
that there was no time; in fact the question 
“Can there be time without matter?” is a 
nonsense question. This relativistic theory of 
time in Augustine is more advanced than 
Newton’s dichotomy of “absolute” and 
“relative” time (7). | 

2) Time is something subjectively known 
but not explicable in a scientific “thing- 
language”. Augustine in holding this view is 
being too extremely subjectivistic; perhaps one 
should say, “time is something subjectively 
understood, but only indirectly or partially 
explicable in public language”’. 

3) There is only the “atomic” present or 
“there-now’’, a view found in Augustine and as 
modern as present day science, and found for 
example in Whitehead’s philosophy (11). 
Past exists in the present only as memory 
traces distorted by the subjective personality 
of the individual. This argument avoids the 
play on words and corffusion of Bergson, and is 
fully supported by modern philosophy and 
psychiatry. 

4) Time is measurable in scientific terms 
only when projected by the intellect into some 
kind of succession, usually in space, as 
previously discussed. 

With the review of these four fundamental 
propositions about time, we have formed a 
nucleus for the integration of some very 
important thinking about time in neuro- 
physiology, psychiatry, and philosophy. The 
reader is invited to continue with his own 
speculation from here, in one of the most 
fascinating of problems. 


The author would like to thank Dr. Joel Handler for 
his valuable suggestions in the preparation of this paper. 
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SEMANTIC APHASIA 


A Clinical Neuropathological Study Including a Report of the First Known 
Case of Semantic Aphasia with Complete Examination of the Brain 


WALTHER RIESE, M.D. 


HEApD’s CLASSIFICATION OF SPEECH’ DEFECTS 
RESULTING FROM BRAIN LESIONS 


The various defects of speech produced by a 
unilateral lesion of the brain were classed 
together by Henry Head as disorders of sym- 
bolic formulation and expression. They were 
believed by Head to belong to a high order in 
the psychical hierarchy. Head taught that all 
these forms of psychical activ.ty, are rarely 
disturbed uniformly in any one. instance. 
Thus originate diverse “types” of aphasia, 
each of which represents some particular form 
of functional derangement. Head’s principle 
of classification is embodied in the following 
statement: “Each clinical variety represents 
some partial affection of symbolic formulation 
and expression; the form it assumes depends 
upon the particular modes of behavior which 
are disturbed or remain intact” (1). The 
reader of Head’s writings on aphasia cannot 
escape the impression that the eminent 
British clinician did not feel at ease when 
yielding to classification. In fact, he wanted 
his reader to conceive his classification as a 
very flexible one. As pointed out on a previous 
occasion, Head’s approach toward aphasia 
certainly was an enlightened example of an 
anti-ontologic method. He assumed that there 


were no such things as “types” of aphasia. — 


He was so anxious to avoid any term recalling 
the famous medieval “faculties”, their deriva- 
tives or clinical entities (such as “general 
understanding’’, “aphasia”’, ““amnesia”’, ‘““mem- 
ory’), that he wanted even to refrain from 
using words such as “reading” and “writing” 
(which he declared to be only a priori con- 
ceptual terms), but “simply to observe what 


did actually happen” (5). Six years later 


Head declared that the acts of speaking, 


reading, and writing are more or less disturbed 
whatever the primary nature of the defect. 


' It remains true, however, that he committed 


himself by a classification into four types; 


1) the verbal defects consisting primarily of 
defective word-formation and reduced vo- 
cabulary; 2) the syntactical defects in which 
the patient talks jargon; 3) the nomina! 
defects in which there is no difficulty in shaping 
words or phrases, but a disturbance of their 
nominal significance. 

These three types of aphasia could be 
brought with some success into line with the 
traditional nomenclature; thus they found 
their ways, though still on a reduced scale. 
into the diagnostic terminology of physicians 
and psychologists. But the fate of Head’s 
fourth type remained an unhappy one. He 
called it semantic aphasia. It never became 


very popular. 


DEFINITION OF SEMANTIC APHASIA 


It is just this type of aphasia which mus! 
challenge the psychologically-minded investi- 
gator of speech defects resulting from brain 
lesions and which must capture the interest of 
those who are attracted by one of the cardinal 
problems raised by aphasia, namely that of the 
interrelation of speech and thought. In this 
disorder of symbolic formulation, Head said 
that the fault is essentially a want of recogii- 
tion of relative significance and intention. 
Everything tends to be appreciated in detail, 
but the general significance is lacking. One 
might raise the question whether this variety 
can still be classified with speech defects. 
Head himself speaks of a loss of power to 
appreciate or to formulate the logical con- 
clusion of a train of thought or action (5). 
The want of power to combine details into 
a coherent whole is peculiarly evident when 
comprehension of a printed legend is neces- 
sary for the complete understanding of a 
picture. In consequence of this difficulty in 
appreciating the full significance either of 
pictures or of print, most examples of pic- 
torial humor are incomprehensible. Head’s 
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clock test as well as the hand, eye, and ear 
tests is badly executed in semantic aphasia. 
Moreover, it is not the detailed significance 
of numbers that is at fault, but rather the 
general conception of the acts of addition 
and subtraction. There is also a want of 
ability to relate things to one another and, 
subsequently, to draw a ground-plan. These 
patients cannot play games such as chess, 
draughts or cards. 


CEREBRAL LOCALIZATION 


Through Hughlings Jackson’s clinical dis- 
covery of the motor area, the British school 
of neurology had made the initial, the most 
uncontested and perhaps the greatest con- 
tribution to cerebral localization. But the 
same school of neurological thought re- 
mained thoroughly critical and reluctant in 
all attempts to secure to nervous functions 
their regional sites in the brain. It was Jack- 
son himself who very early warned against 
the temptation to derive from regional 
lesions associated with functional disorders 
the conclusion that the undisturbed func- 
tion has its site in the same region. The 
warning is as timely today as it was in the 
days of Hughlings Jackson (4). 

In his attempts to localize the various 
types of aphasia, Head remained as cautious 
and as hesitant as in his effort to classify 
speech disorders resulting from brain lesions. 
His material consisted of gun-shot wounds 
and the removal of non-malignant tumors. 
These injuries, he confessed, are of less 
localizing value than cases in which a com- 
plete microscopical examination could be 
carried out. Remote effects and the fre- 
quently diffuse character of lesions were 
justly believed by him to further limit the 
scope and conclusiveness of his localizing 
efforts. With these restrictions in mind, 
he arrived at the conclusion that in those 
instances where the disturbance of speech 
assumed a semantic form, the main lesion 
lies in the region of the supra-marginal gyrus. 
In all cases of aphasia he made the observa- 
tion that the deeper the lesion extended the 
more severe and lasting was the disorder of 


speech. 
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REPORT OF THE First KNOWN CASE OF 
SEMANTIC APHASIA IN WHICH A COMPLETE 
EXAMINATION OF THE BRAIN WAS MADE* 


Case History 


At the age of 62, this right-handed male 
patient, while working at home, suddenly 
was unable to speak; he just mumbled. 
His mouth was drawn to the left side, and 
he was unable to use his right arm and leg. 
This episode lasted about 20 minutes with 
apparent complete recovery. But he con- 
tinued to have similar spells, though less 
severe. A few months later, he came home 
from work, complaining of inability to think. 
He appeared to understand questions, but 
was unable to answer them. He was ad- 
mitted to the N. General Hospital where 
his speech was found to be slow and his 
blood pressure 180/94. A diagnosis of cerebral 
thrombosis due to arteriosclerosis was made. 
He remained only a few days*in the N. Gen- 
eral Hospital. In the following years it ke- 
came obvious that he was unable to re- 
member things; his reading became poor. 
There was also a change in his attitude to- 
wards his family and in his general conduct. 
It was reported that he was depressed, quick- 
tempered, irritable, and restless. His right 
side remained paralyzed. The whole con- 
dition gradually became worse, leading to 
commitment to E. S. Hospital. He was 71 
years of age at the time of his second and 
final commitment which was preceded by 
a period in which he was found unable to 
talk; nor could he be understood. His spoken 
language was reduced to a few words, such 
as “I don’t know” and “no”, and at that 
time it was practically impossible to carry 
on a conversation with the patient. He was, 
however, found to be able to follow simple 
directions. Two years prior to death, when 
his speech was tested by this writer, a rather 
long, complicated and involved conversa- 
tion could be carried through, and there 
was no major defect in understanding. At 
times he was slow, and he realized this de- 
fect, stating that sometimes he had difh- 

* Observation made by the author as Consultant 


Neuropathologist to Eastern State Hospital Williams- 
burg, Va. 
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culty “to interpret people.” From time to 
time there was a slight difficulty in pronuncia- 
tion, but never any major defect in spoken 
language. His spoken language was well 
organized from a syntactical viewpoint. Nor 
was there any difficulty in finding the right 
terms. The vocabulary did not seem to be 
reduced. Nor was there any disturbance in 
repetitive language. The patient was able 
to read and to write, though none of these 
acts was thoroughly tested. When pictures 
were shown to the patient, he was perfectly 
able to identify objects and details, but 
completely unable to grasp the meaning of 
the pictures or the whole of the situatiof§ re- 
produced. He misidentified a. person in a 
white uniform as a doctor, though it was 
very obvious from the whole that the person 
was a cook. On another picture he identified 
correctly knives, spoons and forks, but did 
not realize that the display of these goods 
was made to the reader of the magazine for 
reasons of propaganda and sale. There was 
also an inability of the patient to grasp 
jokes and involved but amusing sentences 
or, generally speaking, the essentials of 
acts and intentions. Those were the major, 
if not the only, defects. The diagnosis of a 
semantic type of aphasia was made, and a 
vascular lesion in the parietal area of the 
left hemisphere suspected. Patient died at 
the age of 71. Anatomical findings were: 
extensive left cerebral lesions, mural thrombi 
of left auricle and ventricle, generalized 
arteriosclerosis and left hypostatic pneumonia. 

Gross examination of the brain. The left 
hemisphere was found to. be increased in 
volume, particularly in its posterior areas. 
The temporo-parieto-occipital areas were ex- 
tremely soft in- consistency, and the pia 
mater in these areas was thickened and 
opalescent. The basal vessels showed a 
marked degree of arteriosclerotic changes. 
Two deep depressions could be seen in the 
left frontal lobe, one of them involving 
Broca’s area and the neighboring convolu- 
tions, the other the posterior ends of the 
second and third frontal convolutions. Thus, 
the entire left third frontal convolution was 
involved in encephalomalacia. On sectioning, 
the lesion did not seem to extend beyond 
the cortex. As to the major softening in- 


volving the parieto-occipital areas, it was 
found to destroy almost the entire left oc- 
cipital lobe, especially its lateral parts. In 
the parietal areas it was mainly the inferior 
parietal lobe which was softened with only 
minute and strictly cortical areas of soften- 
ing in the superior parietal lobe. The left 
temporal lobe was only involved in its basal 
aspects and here only in its most posterior 
regions. In other words, the major area 
of destruction involved the entire occipital 
and inferior parietal lobes. 

Microscopical examination. On Nissl stained 
sections the destroying lesion again was 
seen to involve almost the entire left hemi- 
sphere, more especially, frontal, temporal, 
parietal, and occipital areas. In the frontal 
areas the third frontal convolution was found 
to be the site of the most anterior part of 
the lesion. In the temporal lobe it was the 
third temporal convolution and the mesial 
structures of the temporal lobe which were 
involved in the softening, leaving in these 
areas no structures which could be identi- 
fied. Similarly, the inferior parietal and the 
lateral aspect of the occipital lobe were al- 
most totally destroyed. In all areas the 
lesion was cortical and subcortical in site. 
But subcortical destruction seemed more 
marked in the posterior, namely parietal 
and occipital areas, than in the anterior 
ones. The insular lobe did not seem to be 
affected. Nor were the basal ganglia sites of 
major lesions. Heschl’s convolutions and area 
17 also were spared. 

On Weil-stained sections (figs. 1-4) the 
white matter of almost the entire left hemi- 
sphere was demyelinated. Least affected 
were the anterior regions of the temporal 
lobe. The U-fibers were remarkably well 
preserved (figs. 2 and 3), obviously pro- 
viding for associative activities of preserved 
and still functioning cortical areas neigh- 
boring each other. Similarly, the myelinated 


‘fibers of the corpus callosum were spared, 


again providing for associative activities of 
the two hemispheres and thus speaking in 
favor of a continued functioning of the 
damaged left hemisphere or, at least, its 
remaining parts. After all, the speech de- 
fect, compared with the structural one, was 
relatively mild in this case. 


Fic. 1. Weil stain. Destroying lesion at its most 
anterior level, involving the second and third frontal 
convolutions ‘of the left hemisphere. Note bilateral 
demyelination and status desintegrationis. 


Fic. 2. Weil stain. Lesion at a more posterior level. 
Complete demyelination of the left hemisphere with 
preservation of U-fibers and corpus callosum. 


While there was no doubt that the critical 
area of semantic aphasia, namely the left 
inferior parietal lobe was the site of a super- 
ficial and deep destroying lesion (fig. 3), 
the latter was much more extensive and 
destructive than in Head’s traumatic cases. 
Moreover, the right hemisphere was also 
the site of multiple though minute lesions 
assuming the so-called status desintegra- 
tionis which was also encountered in the 
left hemisphere, side by side with the large 
focus of encephalomalacia. In brief, the 
entire brain was affected in a diffuse fashion. 


Inter pretation 


This case brings to light many of the 
great and often insurmountable difficulties 
involved in cerebral localization and the 
multiplicity of problems raised by our at- 


Fic. 3. Weil stain. Lesion at parietal and stori- 


= levels; same changes as in figures 1 and 2 


parts of the left temporal lobe destroyed. , 


Fic. 4. Weil stain. Left occipital lobe, almost totally 
destroyed; cortex less affected than white matter. 


tempts to assign to a given syndrome its 
presumable site. In fact, the diffuse char- 
acter of the lesions makes it nearly impos- 
sible to correlate in our case the semantic 
aphasia with a circumscribed lesion. It is 
true that the involvement of the left in- 
ferior parietal lobe was included in the focus 
of destruction. But are we allowed to isolate 
this area from the rest of the lesion and to 
make it the true, if not exclusive, site of 
semantic aphasia? Do we really know the 
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role played by the parietal lesion in the 
whole of the lesions encountered and there- 
fore in the genesis of semantic aphasia? 
Moreover, the left gyrus supra-marginalis 
was not destroyed in its entirety; the pre- 
served part, though small indeed, could be 
identified as area 40. Evidently, the amount 
of preserved tissue was not sufficient to 
prevent semantic aphasia from coming into 
being, once the vascular lesion had destroyed 
the critical areas. Nor did the preserved 
tissue admit of a recovery, were it only in 
- combination and cooperation with the ac- 
tivities of other undamaged areas. In this 
respect it remains remarkable that verbal 
defects appeared only at the initial and 
terminal stages of the history of aphasia, 
and only as éransient defects at the initial 
stage. Though the major part of the left 
third frontal convolution was destroyed, 
remnants of areas 44 and 45 escaped. Should 
we conclude that the physiological and 
psychological processes implied in semantics 
are more vulnerable to regional brain lesions 
than those implied in verbalization? Should 
the. latter need relatively less cerebral tissue 
for its continued functioning than the se- 
mantic process? The histopathologic structure 
of both the frontal and the inferior parietal 
areas involved in the softening was identical. 
In both areas a spongy state was conspicuous 
in the upper layers of the cortex; the latter 
was invaded by connective tissue fibers in 
whose. meshwork numerous granular cor- 
puscles were caught. There were also many 
new-formed vessels. The identity of the 
histopathologic structure suggests an _ iden- 
, tical age of the lesion. This conclusion is 
of importance since it forbids us to assume 
that the verbal defects observed at a late 
stage of the history of aphasia would have 
to be attributed to a new lesion. In fact, 
we have to deal with a difference in vulnera- 
bility of different speech constituents to the 
same lesion. One is reminded of Monakow’s 
_ (3) views, according to which the clinical 
varielies of aphasia are but stages succeeding 


each other during recovery or regression. Should 
the semantic constituents of language in- 
deed be more vulnerable to regional brain 
lesions than those implied in verbalization. 
should the former be likely to suffer earlier 
than the latter, and should the semanti 
processes need a relatively greater amount 
of undamaged tissue than verbalization, the 
obsolete dictum that the more refined mental! 
activities the more voluminous the brain 
would unexpectedly gain new support. Be 
this as it may, the conclusion seems justi- 
fied that the relation of preserved functions 
lo the residual mass of the critical areas of 
Speech varies according to the various com- 
ponents of language implied in the varielies v/ 
speech disorders. 

The significance of the amount of tissue 
destroyed for the genesis of nervous symp- 
toms and their recovery was first stressec| 
by Flourens. It was re-affirmed and re- 
studied on a large experimental scale by 
Lashley. According to Lashley’s review (2) 
of the clinical literature on aphasia, there 
is also a quantitative relation between the 


magnitude of the lesion and the rate of re- . 


acquisition of speech. In. the analysis here 
submitted, for the first time an effort has 
been made to correlate various types of 
aphasia and the preserved speech components 
implied with the amount of tissue preserved. 
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MALINGERING—A SYMPTOM 
DAVID J. FLICKER, M.D. 


‘He may be compelled by force, if need 
be, against his will, and without regard 
to his personal wishes or his pecuniary in- 
terests or even his religious or political con- 
‘yictions to take his place in the ranks of 
the Army of his country, and risk the chance 
of being shot down in its defense.’’ Thus 
wrote Justice Harlan in an epochal decision. 
It was this decision that affirmed that citizen- 
ship in a free land carries with it the re- 
sponsibility for defense of the freedom that 
is enjoyed. This decision upholding the 
legality of the draft in World War I changed 
the constituency of the American wartime 
army. It became possible to coerce a man 
into a military uniform, and this coercion 
forms the essential basis and prerequisite of 
the malingering reaction. 

Malingering is the simulation of symptoms 
of illness or injury with the intent to de- 
ceive. Webster (67) defines it as follows: 
“Malingering or malingery: The act of a 
soldier or sailor who feigns himself sick or 
who induces or protracts an illness in order 
to avoid doing his duty; hence, in general, 
one who shirks his duty by pretending ill- 
ness or inability.”” According to Schilder (56), 
malingering entails conscious efforts to imi- 
tate symptoms to obtain financial or social 
advantages. | 

My experiences, both in military service 
in World War II and in civilian life, have 
indicated that malingering is, on the con- 
trary, quite common. 

It should be pointed out that malingering 


is not a diagnostic term in psychiatry, nor 


is it properly a diagnostic term in medicine. 
The most recent diagnostic and statistical 
manual of the APA (1952) lists malingering 
under ‘“‘non-diagnostic terms for hospital rec- 
ord.” 

My service on induction boards, in the 
course of which I interviewed over 100,000 
men, and my contacts with many thousands 


of military patients in station, general and 


convalescent hospitals, led me to draw several 
conclusions in regard to malingering. It was 


my experience that about five per cent of 
all inductees malingered, and a slightly 
smaller percentage of all soldiers who were 
admitted to the service hospitals were also 
malingerers. In apparent refutation of this 
concept, in one station hospital at a time 
when 60,000 patients were listed in the 
registrar’s office, there were but 17 ‘“diag- 
noses” of malingering (.028%). However, 
intensive questioning of the medical officers 
revealed that they believed that there were 
many more cases of simulation than they 
had diagnosed, but they were deterred from 
making such a diagnosis because of inherent 
administrative difficulties (including “prov- 
ing” the diagnosis at the court martial of 
the soldier accused of malingering). 

A senior army colonel of 30-years service 
(Callard) felt that malingering was quite 
frequent and that goldbricking was endemic 
and ubiquitous (8). (‘Goldbricking’ is army 
slang for a less serious form of malingering 
where the purpose is to obtain relief from 
arduous or unpleasant duties for a short 
period by simulating disability or illness.) 

Most of the papers written on this topic 
have shown confusion and bias. Many authors 
adhere to the extremely vengeful, material- 
istic viewpoint that all malingerers are 
criminally culpable, while others hold to 
the deterministic philosophy that deep un- 
conscious, categorically imperative deter- 
minants make it impossible for the malingerer 
to act in any other way or manner from 
the one he displays, and therefore no culpa- 
bility should be assumed. From the military 
standpoint, malingering is a crime which is 
punishable by court martial. 

Much controversy has arisen on this point. 
Psychiatrists maintain that the normal 
person will never malinger and that the very 
existence of malingering is sufficient evi- 
dence for proof of a psychopathologic state 
to warrant rejection from the military serv- 
ice, or if the man is already in the service, 
to warrant serious consideration for dis- 
charge (13, 43, 50). 
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Expressing the contrary view, Osler said, 
“One thing is certain; that as society is at 
present constituted, it cannot afford to have 
a class of criminal automata and to have 
every rascal pleading faulty grey matter in 
extenuation of some crime” (51). Thus, 
Osler exhibited the prevalent reaction of 
the average physician and the layman to 
the frequently presented argument of the 
psychiatrist's s “criminal by reason of psychic 
defection”. But Osler’s viewpoint was ex- 
pressed in the eighties, and one may hope 
that some progress has been made since 
then in psychologic understanding. Never- 
theless, Williams (69) felt that experienced 
psychiatrists rarely made the diagnosis of 
malingering, and commented somewhat caus- 
tically on the “unfortunate tendency” of 
psychiatrists to find everyone abnormal. 
He further believed that psychiatry was 
thus using deviation as an excuse for all 
anti-social activity, and he pointed out that 


this doctrine would lead to the end of all » 


social responsibility because no one was 
free from some mental quirks. 

The expression of such diametrically op- 
posed opinions makes it high time for the 
psychiatrist to put his house in good order 
insofar as possible in this matter and to 
eliminate the psychologic forensic 
which exists. 

ene is as old as the history of 

. Simulation or pathomimesis is a chal- 
ae to the histrionic capabilities and culpa- 
bilities of men and the acumen, insight, and 
sagaciousness of examiners. Nor is malinger- 
ing as a mechanism confined to man alone, 
for it is seen in other species. The cat will 
pretend sleep to avoid frightening the mouse; 
the winded fox feigns death in order to turn 
away the pursuing dog; if flight is impossible, 
the opossum and the snake act dead when in 
danger; and certain birds drop their wings 
and appear crippled in order to ‘protect 
their young (10, 34). 

The child’s complaints of an ache or pain 
when faced by an examination in school, 
his mother’s headaches when disagreeable 
social engagements loom, and his father’s 
complete fatigue when the unwanted moving 
picture is the evening’s program, are all 
manifestations of mild malingering. 


In this paper I am not considering the 
minor peccadillo such as the soldier who 
will on occasion claim a headache or back- 
ache in order to avoid a single unpleasan: 
or unwanted duty (goldbrick!). Rather, I am 
considering men who malinger to evade 
service completely, to get out of service, or 
to escape dangerous duty. I would here 
point out that although malingering is frau 
in relation to health, it is not always frowne: 
upon. The soldier who lies on the field pre- 
tending death only to rise and take the 
enemy from the rear is certainly not con- 
sidered reprehensible. 

Throughout this discussion I shall no: 
consider “negative malingering,” which is 
really a misnomer by which certain authors 
have characterized dissimulation on _ the 
part of individuals who pretend health 
in order to get into or stay in the service, 
but only positive malingering or patho- 
mimesis which occurs in those who simulate 
to stay out or get out of the service. 

Glueck (23) divides malingering into three 
categories: 1) malingering of the insane; 2) 
malingering in the mentally normal; 3) 
malingering in the borderline group, which 
he considered as “potentially insane and 
verging on psychosis.” It is my impression 
that this constitutes over-simplification of 
the problem. Where in these classifications 
does one place the malingering of the psycho- 
path, the psychoneurotic and the mental de- 
fective? 

However, I believe that Glueck approaches 
the subject of malingering correctly inas- 
much as he recognizes the necessity of dis- 
cussing it in connection with basic conditions 
under which it occurs. Malingering cannot 
be considered independent of the personality 
types who employ it or of the pressures which 
occasion its manifestations, any more than 
a physician can treat a fever independent 


of the disease or infections that cause it. 


PSYCHOSIS 


No one assumes the presence of guilt 
when a person who is “non compos mentis” 
attempts to evade a duty. The law states, 
“It is elementary that an insane person 
is guiltless of criminal intent and is to be 
held as innocent of the offenses” (14). 
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Clayton, explaining malingering in the 
psychotic, felt that when one considers that 
self-interest is one of the primary life ac- 
tivities, malingering in the psychotic can 
better be understood as a defensive mecha- 
nism and not showing the same deteriora- 
tion as other processes. 

Many authors have commented on the 
fact that mild psychosis is frequently over- 
looked and diagnosed as malingery. In re- 
ferring to malingering in psychotics, many 
authors have agreed that most instances of 
feigned psychosis occur in persons who are 
already of unsound mind. 

If the definition of malingering is to include, 
as does that of many authors, “willful, de- 
liberate and fraudulent”, then certainly the 
term ‘malingering’ should not be applied to 
the psychotic because the acts of these indi- 
viduals cannot be properly described by those 
adjectives. 


PSYCHOPATHIC STATES 


The psychopath presents a problem closely 
similar to that of the psychotic, but in the 
question of the psychopath medical au- 
thorities have long been at odds. Even an 
acceptable definition as to what constitutes a 
psychopath cannot be agreed upon, nor is 
there agreement upon the culpability, re- 
sponsibility or saneness from the legal stand- 

int. - 

PCleckley (11) speaks of the psychopathic 
personality as “semantic dementia’’—a marked 
pathologic state where the patient is criminal- 
istic, recidivistic, usually, but not necessarily, 
marked alcoholic, bizarre behaving and 
bewildering. His cases are not understand- 
able to me unless they are considered as 
psychotic. In speaking of malingering among 
psychopaths he says, “Many psychopaths 
malinger at times. They seldom malinger 
consistently over long periods towards a 
constant aim. The malingerer pure and simple 
sticks to his purpose and on gaining his 
object uses it in some fairly human way.” 

The opinion of Jones and Llewellyn (33), 
in contrast to that of Cleckley in speaking 
of malingering in psychopathic personalities, 


is “Such malingering is a well thought out. 


scheme to be adhered to at all costs. Once 
committed to a plan or campaign, they 


follow it out logically without contradicting 
themselves or falling into the snares set for 
them.” 

The Army classification of ‘Constitutional 
Psychopathic State (psychopathic personal- 
ity)”, used for most of the war, included 
criminalism, emotional instability, inadequate 
personality, paranoid personality, . patho- 
logical liar, sexual psychopathy and un- 
classified. The tendency most noted, when 
dealing with patients in this category, was 
to have officers consider them as “heinous 
culprits’. 

The bibliography on malingering numbers 
hundreds of papers. Most of them deal with 
ingenious means and variations presented by 
the malingerers or with even more ingenious 
methods and apparatus for their detection 
12, 15, 19, 2, 27, SG, 
47, 58, 59, 64, 66). Only rarely is an objective 
viewpoint encountered in these papers. Most 
condemn the simulator with such epithets 
as “liar”, “yellow”, “scoundrel”, “wretch’’, 
“knave’”’, “rascal”, and “‘unscrupulous’’. 

Brussel and Hitch (6) felt that no indi- 
vidual who attempted to malinger should be 
admitted into the Armed Forces, and that if 
an individual is detected malingering after 
he is admitted to the Armed Forces, he 
should be immediately discharged to civilian 
life. Surprisingly enough, shortly thereafter 
they made the statement that 2-7 per cent 
of the cases referred for neuropsychiatric 
consultation were diagnosed as malingering. 
A procedure such as they recommended 
would soon result in decimation of the Army. 
If an individual knew that all he needed to 
do to get out of military service was to malinger 
some difficulty, there would be virtually no 
armed forces left in a very short time. There 
are also authors, however, who feel that the 
only way of handling malingering, which in 
essence they describe as the presentation of 
symptoms without organic basis, would be 
immediate and severe punishment. | 

Karl Menninger (40, 41) expressed very 
objectively the viewpoint that the psychiatrist 
scientist is unjustified in appraising the moral 
reprehensibility in the malingerer. He points 
out that the medical scientist may judge 
whether or not certain conditions are medically 
injurious to society. For instance, he justifies 
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the quarantining of patients with small pox; 
but, he emphasizes, the determination of 
_ the morality of illness is not in the physician’s 
province, that it is the function of the physician 
to treat not judge upon the sinfulness of 
venereal disease; and he then adds that the 


scientist who becomes angry at his patient 


to that extent ceases to be scientific. 
Unfortunately, Menninger does not attempt 
to untie the practical Gordian knot of military 
malingering. 
Gill (21) feels that the individual who 
deliberately malingers should probably be 


rejected from military service anyhow. Camp- | 


bell (9) feels that the malingerer shows 
“studied accuracy”, and Dravo (13) feels 
that the mere fact that an individual will 
resort to malingering is a strong indication of 
psychopathy. 

Since self-inflicted injury most frequently 
belongs in this classification, it is interesting 
to note that Babinski, Straum and White 
(2) each separately refuse to consider auto- 
mutilation or malingering in any light except 
that of deliberate deceit. On the other hand, 
the attitude of Hilger (28) to these patients 
is that “the largest number of them are basi- 
cally constitutional psychopathic inferiors.”’ 

It is in dealing with this classification of 
malingering that the greatest difficulty arises. 
This occurs because this diagnosis is so broad 
that it includes individuals with mild psycho- 
pathologic deviations and extends to indi- 
viduals who may be pre-psychotic. Some of 
these, in which the concomitant findings are 
such as to indicate that the pathology is 
not profound, may be treated as Gill indi- 
cates with reasoning. 

Mallinson (39) has indicated that punish- 
ment is a specific antidote for malingering, 
and he feels that early diagnosis and definite 
disciplinary action provided the prophylactic 
defense. 

Most cases, however, fit that definition 
which states that the psychopath does not 
learn by experience, that he is recidivistic, 
and that discipline is ineffectual. 


OLIGOPHRENIA 


If malingering is at all to be considered 
as an adaptive phenomenon, then certainly 
in this rubric it has its greatest excuse for 
being. Just as Jones and Llewellyn state that 
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most frequently it is the individual of un- 
sound mind who feigns psychosis, so I have 
found that it is most frequently the oligo- 
phrenic who feigns feeblemindedness. 

In many cases I have noted that individuals 
with definitely low intelligence will de- 


liberately answer questions wrongly in orde: 


to give the appearance of even less intellec:. 
In this classification is not included, however. 
the hypochondriasis of oligophrenia which i; 
more closely akin to the conversions. — 


PSYCHONEUROSIS 


A much-labored subject and one upon 
which violent argument has arisen is the 
differential diagnosis between psychoneurosis 
and malingering. Gill feels that the malin- 
gerer’s performance is voluntary and con- 
sciously determined. The hysteric, on the 
converse, presents his symptomatology with 
unconscious determinancy. Bleuler (4) says, 
“One is inclined to assume consciousness 
when one observes purposive actions. This 
is not correct for even reflexes may be pur- 
posive; even an automaton may react differ- 
ently to different situations, as in the case 


of the automatic scales at the mint.’”’ Hender- 


son and Gillespie (26) have indicated that 
the difficulty may lie in the fact that malin- 
gering and hysteria may occur in varying 
admixtures in the same individuals. 

Spaeth, in a lengthy article (62), shows 
many of the difficulties of differential diagnoses 
between psychoneurosis and malingering. He 
points out that showing that the patient with 
amblyopia can’ see, or that the patient with 
a paralyzed arm can move it, or the patient 
with an epileptiform seizure can be relaxed, 
is proof of neither malingering nor hysteria. 
He points out the very pertinent fact that 
only by confession can the differential diag- 
nosis be made in most cases. He also em- 
phasizes the tendency of .patients to exag- 
gerate, making the examiner’s task more 
difficult, since when the examiner can dis- 
prove part of the patient’s symptomatology, 
he feels that the rest of it has no logical basis 
either. 

Pignataro (52) feels that a qualified psy- 
chiatrist can easily tell psychoneurosis from 
malingering since psychoneurosis is uncon- 
sciously motivated and malingering con- 
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scious and willful. If one accepts his concept, 
then many distinguished psychiatrists cannot 
consider themselves qualified observers since 
they readily admit their inability to dis- 
tinguish between the two diagnoses in many 
patients. 

Many authors have commented on the 
difficulty in establishing differential diagnosis 
between psychoneurosis and malingering, and 
possibly one of the best which is used to 
point up the confusion is the statement of 
Mallinson “...hysterical simulation where 
the patient wishes to convince others that 
he is ill without himself really believing it.” 

I feel that, owing to an enthusiastic and 
enterprising attitude, psychiatrists have suc- 
ceeded in convincing their brother practi- 
tioners that malifgering is quite rare, and 
that when it does occur, it must be con- 
sidered in the form of unconscious expression 
which usually, were it understood in its 
true light by the patient, would be con- 
sidered as reprehensible by him as it fre- 
quently is by others. Unfortunately in so 
doing, the psychiatrist has opened the field 
of escape to a personality type which is not 
in reality a psychoneurotic one. There are 
patients upon whom the diagnosis of psycho- 


neurosis is made because they complain of 


symptoms for which the organicist can find 
no reason. This diagnosis is made despite the 
fact that there is no previous history of any 
kind which would presuppose such a diag- 
nosis, nor is there anything in the patient’s 
personality type that would substantiate such 
a diagnosis. 

To so designate a patient because of back- 
ache for which the orthopedist can find no 
reason, stomach-ache for which the gastro- 
enterologist cannot determine cause, or pre- 
cordial distress which the cardiologist dis- 
owns is to state that physical medicine has 
reached the acme of perfection and that 
psychiatry must accept its deficiency if it is 
not able to find factors to substantiate a 
psychological diagnosis. This assumes that 
we practice a less scientific speciality, less 
based upon objective findings, upon anamnesis, 
upon perceptible signs, which in folo is a 
fallacious, illogical attitude that all psy- 
chiatrists should seek to combat. 

No person should be designated as psycho- 


neurotic unless definite scientific appreciable 
evidence can be elicited to substantiate such 
a diagnosis exclusive of his present symptoms. 
Nor should the psychiatrist be loath to say 
that no psychoneurotic syndrome is present 
and thus, when indicated, place the problem 
back in the hands of the other physician. 


FEAR STATES 


I fully realize that this heading and general 
classification may provoke condemnation 
and that it is open to questioning concerning 
its ability to stand separate from the pre- 
ceding. Yet, in the light of the findings of other 
authors, as well as my own, I feel justified in 
promulgating this as a separate category. 
Certainly one need not be psychoneurotic to 
fear danger-infested situations or to attempt 
avoidance or escape of discomfort, injury, 
mutilation or death. 

Helgesson (25), Waud (65), Gillespie (22) 
and others all point out the power of the 
emotion .of fear, the fact that often in war a 
man must go contrary to the great instinct 
of self-preservation and finds himself in a 
predicament from which there is no honorable 
escape. There can be no question of the 
justification of listing fear as a separate 
etiological rubric for malingery. 

An editorial in The Lancet (36) shows the 
juxtaposition of psychopathologic and criminal 
designations given the soldier who fails for 
non-organic reasons to do his duty. “The 
soldier is posted at a certain point regardless 
of his inclinations, and he is not able to 
get out of the situation except by adopting 
neurotic procedures—absent without leave, 
amnesia and fugue states, and desertion.” 

That they were suffering from simple, 
unadulterated fear has been confided to me 
by a goodly number of selectees and soldiers 
who had been apprehended malingering. 
They stated, “I’m just afraid, that’s all.” 
In a far greater number, I have felt that fear 
was a motivating factor although it could 
not be patently elicited. It would be un- 
realistic to assume that all men who fear 
have sufficient fortitude to continue despite 
that fear to face reality in a straightforward 
manner. Nor do I believe that each of them 
that does succumb to this fear is unconscious 
of it and is truly suffering from the symptoms 
he may present. 
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MORALE 


Gillespie makes the statement: ‘“Occupa- 
tional dissatisfaction as a cause of psycho- 
neurotic (and malingering!)' reactions is 
worthy of study. Such reactions are likely 
only when the job @r employer or his surrogate 
has come to be rded as an enemy.” The 
importance of morale has certainly been 
overlooked by many authors who have dis- 
cussed malingering, and most of the authors 
who have discussed morale have failed suffi- 
ciently to emphasize its effect upon malin- 
gering. “War is three-fourths a matter of 
morale. Physical force only makes up the 
remaining quarter” (46). One can note how 
perfectly morale can dispel malingering 
in many cases by the following excellent 
definition: Morale enables the individual to 
endure hardship, adversities, reverses, fatigue, 
hunger, physical discomfort, and even death 
threats; and Penfield points out that the 
specific antidote for psychoneurosis is high 
morale (53). 

It was noted by those men who were work- 
ing on examining boards at the time of Pearl 
Harbor that an immediate uplift in morale 
resulted in a decrease in the number of cases 
of malingering. Thus, for several weeks subse- 
quent to Pearl Harbor when anger and 
passion were high, malingering was almost 
unknown. As the heat of enthusiasm sub- 
sided, malingering again occurred with great 
frequency. 

Many authors have elaborated upon the 
necessity for intensification of loyalty and 
externalization of aggression. It must be 
remembered that during all the formative 
years of his life the American youth is di- 
rected away from aggression. Inflicting pain 
on another is severely reprimanded. He is 
trained in the humility of religion to “turn 
the other cheek’’. Strife is made _ repulsive; 
hate is frowned upon. This is the training 
of the child in a democracy hoping to live 
in a world at peace. 

_ Little wonder that such a youth trained 

for about 20 years away from violence cannot 
learn systematic destructiveness in a brief 
period without some psychologic repercus- 
sions. 

The malingerer has been regarded as a 
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morally reprehensible weakling who somehow 
could act in a more socially acceptable manner 
if he but would. Almost no one has con- 
sidered the fact that in many instances 
what is normally socially laudable may be 
the etiology of the malingering. More sym- 
pathy and encouragement are required to 
direct the American youth in the formulation 
of his aggressions in the proper manner 
and direction. One cannot train a man for 20 
years away from aggression and expect him 
to properly learn that same aggression without 
sufficient indoctrination and training, without 
sufficient plaudits, and without sufficient 
praise. 

A factor of great importance in producing 
malingering is a poorly presented propaganda 
picture resulting in the misdirection of the 
aggressive drives of the individual. Military 
service, despite the pleas of high ranking 
military authorities, is frequently regarded 
as a penalty or punishment. The individual 
who is in uniform serving his country too often 
is made to feel that he is “out of luck” instead 
of feeling that he is rendering his country its 
due, doing his duty, serving with honor and 
receiving the admiration and approbation of 
his countrymen. 

For some time it was difficult to pick up a 
daily paper or listen to the radio without 
hearing such phrases as “work or fight” or 
‘Sail or Army”. Too much then of the ag- 
gressive components of the personality in- 
stead of being directed against the common 
enemy are misspent in internecine strife. 

Our propaganda should be directed towards 
the elimination of intra-group hostilities, 
towards the reemphasis of the existence of 
the common foe, towards our mutual gain 
and our possible mutual loss, towards the 
essential harmony of the democratic way 
of life, and towards the duty and privilege of 
each citizen to help defend that way of life. 

Moore (45) states: “In some communities, 
until war is actually declared, men in uni- 
form are discounted socially. After the declara- 
tion of war, however, their stock goes up.” 
Unfortunately, not always enough. The 


civilian too often still regards the serviceman 
superciliously. Too often is seen the sign, “No 
Soldiers Allowed”. A man, who can one day 
enter the finest hotel as a civilian, the next 
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day may be denied admission to this same 
hotel because he wears the uniform of the 
United States Army. But if after a period of 
time he is found to be inadequate, a criminal 
type, emotionally unstable, a misfit or some- 
thing similar and is for one of these reasons 
discharged from the service, he once again 
is welcomed to the same hostelry. Because 
of this adverse state many a selectee visualizes 
his final acceptance into the service with 
mixed emotions. He is sad to leave his com- 
fortable civilian status, his remunerative job, 
his feminine companionships, his home and 
family, yet somewhat proud that the Army 
does consider him a true adult man, morally, 
mentally and physically. As a soldier, he 
does not resent a man who has a criminal 
record being given a chance to “make good” 
or to use the armed forces as a step back 
into good social grace. But he does intensely 
resent the service being placed in, the 
position of being the (better or) worse of 
alternatives, such as the “work or fight” or 
“Nail or fight” previously described. He feels 
that his contribution to our nation and 
civilization deserves better than such implied 
opprobrium. 

War to the average person is quite abhorrent. 
Considerable indoctrination is required in 
order to permit the individual to direct his 
aggression in the services of the nation rather 
than against his colleagues. This calls for 
knowledge of social and raged psychologic 
factors. 


DISCUSSION 
Malingering cannot be considered a single 
entity, clear-cut, separate and _ distinct. 
Certainly scientific study will show in some 
cases that psychopathology is present, that 
the malingering of the individual is part 
of a life pattern which has previously been 
indulged in, or that it is a manifest evidence 
of mental disease. In those cases where this 
psychopathology is absent, we must seek 
other etiology. Malingering should no more 
be placed on the front of the chart as a final 
diagnosis than is the ‘temperature in a case 
of pneumonia or the gastric analysis findings 

in a case of pernicious anemia. 
In handling the malingerer, it is of utmost 
importance that the physician remember his 
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rightful capacity. “...It might well be con- 
sidered that a medical man, as such, has no 
special qualifications to decide whether his 
patient is guilty of fraud. In any case, if 
he is asked in court whether the claimant is 
a malingerer, it would be quite proper to 
reply that this appears to be a question for 
the court”’ (49). 

I would estimate that about 10 per cent of 
the malingering I have seen has been in men 
who were essentially normal. By this I mean 
that no psychopathology could be uncovered. 
In evaluating normalcy, the reaction of 
Salmon, Chief of the Neuropsychiatric Service 


of the United States Army during the first 


World War, might be given great weight (55). 
He pointed out that the American soldiers 
developed more neuroses than the British. 
He felt that the American pattern of life 
was such as to be more fertile soil for the 
development of these neuroses (or malin- 
gering). 

These same factors are productive of the 
very powerful nostalgic drives seen among 
soldiers. Nostalgia, in the hands of a good 
propagandist, instead of being a deterrent 
could be brought to the point where it could 
be a strong incentive to the military service. 
The individual could be shown where his 
loved ones, his home and his familiar scenes 
might be lost to him forever (16, 17). 

The factor of fear can be handled by the 
propagandist so that the fear of possible 
defeat can be made greater than the fear of 
possible death or injury. While this cannot 
succeed in every case, in a great number it 
undoubtedly would. 

Science and society have too long sub- 
scribed to the principle of “let the punish- 
ment fit the crime’’. It is high time to dispel 
this dogmatic thought and the rigid ac- 
companying formula for punishment or 
threat of punishment as a basic curative 
measure. Instead of punishment it is time 
that we said that the therapy should be made 
to fit the individual. 


SUMMARY 


Malingering is, encountered in: a. psychosis; 
b. constitutional psychopathic states; c. 
oligophrenia; d. psychoneurosis; e. fear states; 
f. morale deficiencies. 
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The man who malingers is often free from 
pathology per se: When the pathology does 
occur within the man, it is thoroughly in the 
province of the psychiatrist. When the 
pathology occurs through the defection of 
the social environment, it is in the province, 
in addition to the psychiatrist, of the sociolo- 
gist, the statesman, the press, the clergy and 
leaders in all policy-forming groups. When a 
man mirrors the faults of society at large, 
society and not the mirror is to blame. 
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TRANSFERENCE AND COUNTERTRANSFERENCE IN SOMATIC 
THERAPIES 


DAVID WILFRED ABSE, M.D., D.P. 


AND 


JOHN A. EWING, MD., D.P.M.* 


Since the introduction of the shock thera- 
pies, there has been much controversy con- 
cerning their mode of action. In 1948, Gordon 
(11) was able to list 50 shock therapy “theo- 
ries’. The present article will not enter into the 
controversy but will adduce some evidence 
which will draw further attention to the psy- 
chological implications of the shock therapies. 
The psychological impact of shock therapy 
upon the patient has been studied by many 
authors. Reviews of the literature and new 
considerations have been presented by Abse 
(1, 2), Boyer (5), and Fisher, Fisher and Hilke- 
vitch (7) among others. _ 

An excellent review which presents — 
sides of the argument is that by Hill (13). In 
part of his study he reports the opinions given 


him concerning shock therapy by 11 Freudian 


and Jungian analysts. After reviewing the 
opinions of these workers, Hill states, “Many 


of my correspondents returned again and again 


to the idea of what matters is not what is done 
to the patient but how it is done, and this partic- 
ularly applies to the treatment of psychotics. 
The whole question of the countertransference 
—the hidden unconscious attitudes of the doc- 
tor towards his patient, which motivate his 
behavior towards the patient and his responses 
to the patient’s behavior—this is the urgent 
preoccupation of all those psychoanalysts and 
Jungians who are now working on the psycho- 
therapy of the psychoses.” 

In this study we are presenting material 
which enables us to consider first the transfer- 
ence and then the countertransference aspects 
of somatic therapies. 


Part I—PsycHopyNAMIC ASPECTS 
Discussion of methodology fi 
Analytic psychotherapy of the neuroses and 
psychoses is not only therapy, or attempted 
therapy; it is also a useful research tool. Today, 
1 Respectively, Associate Professor and Instructor, 


Department of Psychiatry, School of Medicine, Uni- 


versity of North Carolina, Chapel Hill, North Carolina. 


in some quarters, there is a tendency to mini- 
mize the value of clinical operational research 
of this kind without elaborations consisting of 
controls and statistics and experiments devised 
to make findings “objective”. However valu- 
able these refinements may often be, it is 
sometimes the case that obfuscation rather 
than clarification results. In this discussion, at 
any rate, no attempt will be made to refer to 
findings other than those achieved through 
research in the psychotherapeutic process. 

Since psychotherapeutic operational _re- 
search employed on its own has contributed 
considerable insight in regard to the origin and 
development of the neuroses and psychoses, 
and the operative forces and conditions in this 
development, it is no great step to its trial for 
the purpose of uncovering the forces at work 
in those therapeutic interventions into the nat- 
ural history of these diseases aggregated as 
“shock treatment’’. As a matter of fact, it hap- 
pens that when during the course of psycho- 
therapy attention is focused as occasion per- 
mils upon the meaning to the patient of the 
shock therapy which has been at one time or 
another meted out, we are confronted by inter- 
esting and fruitful observations. The words 
“as occasion permits” have been italicized 
above because they indicate the fundamental 
condition which enables the more valuable 
observations. . 

It is possible, of course, to ask one by one a 
series of patients who had previously been ex- 
posed to shock therapy some such question as 
“What do you think of the treatment you 
had?” or “What did the treatment mean to 
you?” The question might be refined or altered 
one way or another in each individual case in 
an attempt at inducing valid communication, 
but the context of communication would thus 
never approach that achieved in prolonged 
intensive psychotherapy. Classification and 
statistical treatment of the replies, though in- 
teresting, would not repair any deficiency in 
the original context of communication. Obser- 
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vations obtained as occasion permits during the 
course of psychotherapy are of an entirely 
different order. This is perhaps best demon- 


_ strated by a concrete example: 


A highly intelligent and cultivated woman 
of 30 had suffered a severe depression accom- 
panied by expressed suicidal wishes, and had 
been treated by a course of electroshock ther- 
apy (EST) with a favorable clinical result. One 
year later she suffered a relapse and was then 
brought into prolonged intensive analytically 
oriented psychotherapy. The psychiatrist who 
had one year previously treated her with EST 
reported that not only had she apparently re- 
covered following the treatment, but that she 
had spoken of considerable gratitude for her 
relief. Indeed, this was attested by the woman 
herself during the initial stages of psychother- 
apy. The treatment, she reported, had been 
wonderful; and she expatiated upon the theme 
that it had relieved her of her feelings of ill- 
being, of morbid thoughts of self-destruction, 
and it had enabled her to recommence her 
work. However, /ater on in psychotherapy she 
was expressing views upon the theme that the 
shock therapist had perpetrated an outrage 
upon her person, that he had punished her 
without reason, and that he was a cruel heart- 
less man. 

This was later on, and she had never been 
questioned about the shock therapy directly. 
Since this is a common occurrence with pa- 
tients in psychotherapy who have previously 
been exposed. to shock treatment, it demands 
considerable scrutiny. We have first to under- 
stand the setting in which, and the time at 
which, the patient expresses views antagonistic 
to the shock therapist and the shock treat- 
ment, so contrary to her avowed initial atti- 
tude. Also, we have to understand that both 
the earlier and later communications about the 
shock therapy have a validity each in its own 
right, and taken together they communicate 
much more than a mere sum which would 
equal about nothing. 

In this particular case, the antagonistic feel- 
ings about shock treatment were ventilated in 
asetting of talk about her father’s punitive at- 
titudes during her childhood. He insisted on 
her accompanying him every Sunday morning 
oa walk during which he regularly lectured 
her, expressing his disappointment with her. 


and disapproval of her reported misbehavior 
during the week. For her, this regular weekly 
ambulation had been a repeated painful expe- 
rience; it was following these reminiscences that 
she switched to talking about her regular 
shock treatments. Before she had come to these 
painful reminiscences and thus to express her 
hate of her father, she had been complaining 
that her therapist had little to say to her, let 
her do all the talking, and was losing interest 
in her. 

Without going further into this setting, it is 
clear that this talk about her father’s peripa- 
tetic lectures every Sunday morning took place 
under the sway of markedly ambivalent trans- 
ference emotions, and this was followed by her 
attacking the psychiatrist who had first treated 
her, and by many elaborations about the shock 
therapy. Of course, it was easier for her to 
transfer her wrath to the other fellow, and thus 
split her father-figures into the good and the 
bad; that was a help for an immediate solu- 
tion of a conflict of ambivalence. The point is, 
however, that the psychiatrist by utilizing 
EST had invited this position in her mind, and 
that this position is in our experience regularly 
achieved and comes into evidence in the set- 
ting and at the time of transference phenomena 
of this kind. - 


Findings in prolonged psychotherapy 

It is found, time and again, with different 
patients in psychotherapy, that the associa- 
tions of the patient as they crop up in connec- 
tion with experiences of EST are saturated 
with anxiety, especially fears of destruction, 
and ideas concerned with punishment, expia- 
tion and making a fresh start. This constella- 
tion of thoughts and feelings and of related 
phantasies occurs in connection with shock 
therapy in the setting of transference phenom- 
ena which point up a revival of threatening and 
punitive parental figures. Often enough, these 
are credited too with good intentions. 

To amplify this phenomenon of the associa- 
tion of shock therapy (and everything and 
everyone connected with it) with phantasies 
of punishment and expiation in the setting of 
ambivalent transference emotions would re- 
quire detailed case-reporting so repetitious that 
the patience of the reader would be too sorely 
tried. The phantasies of punishment vary con- 
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siderably in content—purgatory or hell is pic- 
tured, castration is adumbrated, or sensations 
of being helplessly seduced and overwhelmed 
are conjured. Similarly, in regard to expiation 
and rebirth, the content is differently clothed 
from time to time. Sometimes memories of 
childhood, concerned with a whipping after 
naughtiness and the subsequent events of find- 
ing love restored, are connected with the expe- 
riences following shock therapy and the kind- 
ness of the physician. The patient may talk 
about his having found a fresh start after shock 
therapy, only to follow this with associations 
derived from a birth phantasy. Sometimes the 
elucidation of a dream may point up the wish 
to start again with a clean slate and then con- 
nect in the patient’s mind with experiences in 
former shock therapy. Thus when the shock 
experiences enter into the spontaneous associa- 
tions of the patient, they are always in a typi- 
cal nexus of anxiety feelings, notions and mem- 
ories concerned with punishment, phantasies 
of expiation and rebirth; and this typical nexus 
occurs as transference conditions permit. 

This indicates that the patient finds the 
meaning of shock therapy unconsciously (what- 
ever his more proximate conscious attitude) 
as a punishment which makes him anxious and 
at the same time diminishes his sense of guilt 


and offers him the prospect of forgiveness and . 


a fresh start. It should be added that not only 
is this revealed in detail in psychotherapy, but 
observations of the behavior of the patient 
during the course of shock treatment show too 
that shock therapy induces anxiety, though it 
is often the correlative defenses which are more 
obvious, such as fight or attempted flight. 


Physiological events, consequent psychic 
reflections, and the total 
treatment field | 


As pointed out in previous papers (1, 2), the © 


meaning of the shock therapy as it later be- 
comes apparent in psychotherapy is hardly 
surprising in view of the fact that this form of 
treatment is a means of effecting reversible 
physiological disruption. Of course, the experi- 
ence consists of discontinuous and repetitious 
disruption within a total treatment configura- 
tion which includes physicians, nurses, appara- 
tus and the general business of something being 
done. In other words, the experience of the 
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patient which he carries with him afterwards 
is compounded of the psychic reflections of this 
repetitious disruption in a setting of medical 
care. In a report of a panel discussion by four 
patients of their reactions to somatic therapy 
(4), the aversive and anxiety reactions as well 
as feelings of gratitude are verbalized in a )er- 
missive group atmosphere. It is only, however, 
in lengthy psychotherapy that the unconscious 
connections of the experience in shock therapy 
become available for more thorough study. 

In psychotherapy, we not only come to un- 
derstand this essential inner meaning for the 
patient, but we can also descry its effects. For 
example again, in the case of the patient men- 
tioned above, the attitude of her father as rep- 
resented in his weekly compulsory walks agyra- 
vated the difficulties this woman experienced 
in becoming able to relate satisfactorily to men. 
She suffered from a severe inhibition of spon- 
taneity in the presence of men, for she was 
frightened of them for reasons altogether out- 
side the realm of her adult conscious under- 
standing before psychotherapy. To isolate an 
important element from a complicated matter, 
she had been frightened of her father, and this 
anxiety engendered a severe ego restriction in 
her later behavior with men. When the condi- 
tions of treatment made it possible for her to 
discuss this, often enough at the time of discus- 
sion she also spoke of the psychiatrist who had 
previously treated her, and she came to discuss 
how she had been glad to say she was grateful, 
and then to make off. She came to recognize the 
existence of emotions in relation to the shock 
therapist in the later psychotherapy, which at 
the time of her actual contact with him made 
it typically necessary for her to resort to de- 
fense in severe inhibition and to present her- 
self simply as a “model patient’. He had, i! 
became evident in psychotherapy, put himseli 
in the position of a castigating father-figure 
with whom she must comply, and from whom 
she could expect encouragement provided she 
did. It became clear that the shock therapy 
enabled her to re-enact a relationship which 
encompassed not only punishment but also for- 
giveness, at a time when she was otherwise lost 
in an internal psychic drama which provided 
no such bonus; but the therapy was in itsell 
helpless to enable a working through in trans 
ference with eventual psychodynamic insigh! 
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such as was afforded in intensive psychother- 
apy. She remained fixed in her ways of relating 
to others and remained basically a frustrated 
and resentful woman liable to a renewed attack 
of severe depression. 

Thedifferent shock therapies represent a vari- 
ation upon the same theme, but the variations 
characteristic of each type of shéck therapy are 
of great importance. The psychic reflections of 
the organic events as observed in psychother- 
apy show up the differences as well as the simi- 
larities. The fact that these physiological 
events occur without conscious representation, 
indeed often in the absence of consciousness, 
shows that conscious perceptual organization 
is not necessary for these psychic reflections to 
occur. Memory is a phenomenon which is only 
very partially covered by an understanding of 
the mental processes involved in conscious re- 
call. Just as some psychologists have brought 
memory theory into relation with instinct 
theory by means of such concepts as Jung’s 
“racial memories” (14) or Spencer’s “inherited 
organized experience” (17), so we can connect 
the psychic reflections in psychotherapy with 
the physiological events which occurred in the 
absence of consciousness. Besides, ontogenet- 
ically bodily experiences register in the psyche 
before the evolution of ego-organization; bodily 
experiences are in fact largely responsible for 
this evolution, and the “body-ego”’ is the core 
of the ego-organization. _ 

Thus it happens that the special features of 
the physiological events which occur during 
insulin coma treatment show up in the later 
reaction of the patient in psychotherapy. Dur- 
ing insulin coma treatment, hypoglycemia and 
“tissue hunger” are created as special features 
of the traumatic situation. Later the associa- 
tions of the patient are colored by this repeti- 
tious bodily experience. Reference to insulin 
treatment often occurs when the associations 
of the patient are constellated around events 
concerned with breast-feeding in infancy and 
phantasies related thereto. The insulin coma 
termination is a corrective experience of loving 
care, and the “symbolic realization” of this 
when organically regressed to helpless depend- 
ence and overwhelming tension is a therapeutic 
factor of great importance in the treatment of 
schizophrenic patients. 

Previously, one aspect “threat and punish- 


ment” has been emphasized, whereas “loving 
care” has been only barely alluded to. It so 
happens that it is just in insulin treatment 
where this latter becomes less overshadowed. 
The very conditions of insulin treatment re- 
quire the acting out-of considerable care and 
attention to the patient who, in his turn, is very 
ready to cast the nurses into the role of nursing 
mother, feeding him, as they do, when he is 
helpless and hungry. It seems that this loving 
care aspect, so emphatic in insulin coma treat- 
ment and occurring at a primitive level be- 
tween patient and nurse, is a very important 
operative factor in the success of the treat- 
ment. Linford Rees in his careful comparative 
study of the value of insulin coma, electronar- 
cosis, electroshock and leukotomy in the treat- 
ment of schizophrenia (16) shows that insulin 
coma is the most effective, adequately-tested 
organic therapy of schizophrenia. 

As the patient becomes more responsive 
following insulin coma therapy, a one-to-one 
relationship with a nurse becomes more effec- 
tive. In other words, the development of a 
need-satisfying though otherwise defective ob- 
ject relationship can be cultivated towards a 
more rewarding one by a person trained.im the 
principles of psychiatric nursing. Relationship 
therapy under psychiatric supervision can con- 
siderably further the corrective experience 
involved in insulin treatment “mechanically” 
conducted. Of course, it is already involved in 
the “mechanics”, but by making its presence 
understood by the nurses, and by utilizing it 
more fully, the efficacy of insulin therapy can 
be markedly improved. It is probable that the 
differential response of depressives and schizo- 
phrenics, the one category more rapidly to EST 
and the other more fully to insulin coma treat- 
ment, is related to such factors as the ratio of 
“threat and punishment” to “loving care” 
implied in the procedures, respectively. Of 
course, there are so called schizo-affective dis- 
orders, and in such cases combination therapy 
can alter the ratio of these elements involved 
in the mechanical procedures. In all cases, 
more understanding of the patient is required 
to enable more effective relationship therapy 
by the nurses, and more effective psychother- 
apy by the physician. | 

There are many subsidiary therapeutic fac- 
tors involved in shock therapy, one of which 
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has been emphasized by Flescher (8). This is 
the discharge of tension involved, for example, 
as in the convulsion itself in EST. The periodic 
discharge of tension, which itself is largely the 
result of frustration and rage, leaves the pa- 


tient often more composed and accessible. This 


would not persist long—the tension would, of 
course, build up again rapidly—were it not for 
the mobilization of defenses and stimulation of 
ego-organization which results from exposure 
to shock therapy. 


Part II—TuHE ATTITUDES OF 
SHOCK THERAPISTS 


Modern trends of thought regard all physi- 
cian-patient relationships as worthy of study, 
but it is in psychiatry that emphasis on the 
interpersonal relationship has assumed greatest 
importance. In any dynamic psychotherapeutic 
relationship there must be awareness of coun- 
tertransference on the part of the therapist. 
Feelings and defenses of the therapist which 
may interfere with the treatment process re- 
quire recognition and clarification for their con- 
trol or deletion. Unfortunately, there has been 
inadequate consideration of this factor in all 
the physical ‘methods of therapy including the 
shock therapies and the use of modern ‘‘wonder 
drugs”. A fuller understanding of this aspect of 
the physical therapies may enable them to be 
used more effectively. In addition we may gain 
further clues concerning the controversial ques- 
tion of the mode of action of these therapies. 

Fenichel (6) states that, in personal experi- 
ence in analyzing doctors who apply shock 
treatment, “The (conscious or unconscious) 
attitude of the doctors toward the treatment 
was regularly that of ‘killing and bringing alive 
again,’ which idea, of course, provoked differ- 
ent emotions in different personalities. It may 
be that the impression the treatment gives to 
the doctors corresponds to an impression it 
gives to the patients. It seems that they, too, 
experience a kind of death and rebirth.” 

Wayne (18) has recently drawn attention to 
the fact that the characteristics of a method of 
treatment can unconsciously evoke responses 
in a doctor which may be obscure to him. The 
use or avoidance of the method itself may be 
motivated, at least in part, by these same ob- 


scure responses. He lists the characteristics of 


electroconvulsive therapy (EST), pointing out 


how the unconsciousness, seizure and coma 
show all the characteristics of an overwhelming 
assault. Wayne then discusses the unconscious 
constellations which may inaugurate a decision 
to use EST or lead to an emotionally toned 
prejudice against its use. He cites the case of a 
physician who suffered back pain on the days 
he had administered EST. Analysis revealed 
guilt over unconscious hostility toward the sick 


patients. 


We realize the potential pitfalls were we 
merely to question shock therapists concerning 
their feelings. Another approach, therefore, is 
to consider the statements made by psychi- 
atric colleagues in their “‘off guard” moments. 
Psychiatrists discussing shock therapies with 
with relatives of patients are often very 
guarded in their remarks. Even though they 
are usually very frank about the possible phys- 
ical effects of this treatment, one feels that they 
are carefully weighing their words concerning 
the psychological implications. In marked con- 
trast are the casual, often lighthearted com- 
ments of the shock therapist before his profes- 
sional colleagues. Remarks made at such times 
will tend more nearly to reflect feelings and 
attitudes of the shock therapist than might be 
obtained by any other method short of psycho- 
analysis. One of us (J. A. E.) has collected these 
statements over a period of eight years in Bri- 
tain and the United States. Most of them have 
been heard on many occasions. Colleagues who 
have seen the list of comments have confirmed 
our findings that many affect-laden colloquial- 
isms are regularly used by shock therapists in 
referring to their therapy. Undoubtedly the 
following list could be lengthened, but only 
personally collected remarks are used, and only 
remarks uttered by experienced shock thera- 
pists who would seem to have had time enough 
to develop fairly consistent attitudes. The feel- 
ings of the resident in psychiatry are, we be- 
lieve, often quite confused when he first be- 
comes involved with shock therapy. The 
statements listed were made by 19 shock thera- 
pists out of a possible total of 25. Numbers 1 
through 8 and 12 and 14 were heard (with 
minor variations) from three or more thera- 
pists on independent occasions. Numbers 10, 
11 and 13 were heard twice each. 

It is important to point out that many shock 
therapists (including some of those whose re- 
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marks are cited below) have denied any partic- 
cular feeling about shock therapy when directly 
questioned. Even the suggestion that state- 
ments such as “Hit him with all we’ve got” are 
not used without significance is met with strong 
protests from some therapists. Thus, it seems 
very probable to us that the insistence of some 
workers upon exclusively physical explanations 
represents a defense against unacceptable un- 
conscious feelings. | 


Statements of shock therapists — 
in USA and Britain 

“Let’s give him the works.” 

“Hit him with all we’ve got.” 

“Why don’t you throw the book at him?” 

“Knock him out with EST.” 

“Let’s see if a few shocks will knock him 

out of it.” 

6. “Why don’t you put him on the assembly 
line?”’ (This comment has been heard in a 
hospital where the assembly line technique 
was indeed used to cope with large numbers 
of patients on shock therapy. The implied 
lack of awareness of any interpersonal re- 
lationship between therapist and patient 
is very obvious.) 

. “If he would not get better with one course, 
give him a double-sized course now.” 

8. ‘The patient was noisy and resistive so I 
put him on intensive EST three times a 
day.” 

9. Recently offe of us was consulted by the 
husband of a woman alcoholic as he had 
been advised by a psychiatrist to let her 
have EST. The psychiatrist had explained 
the procedure to the husband and had 
given his opinion that it would prove 
beneficial to the patient by virtue of its 
effect as “A mental spanking.” 

10. “I’m going fo gas him.” 

11. “Why don’t you give him the gas?” 

12. “I spend my entire mornings looking after 
the insulin therapy patients.” 

13. “I take my insulin therapy patients to the 
doors of death, and when they are knock- 
ing on the doors, I snatch them back.” 

14. “She’s too nice a patient for us to give her 
EST.” 

The first 9 of the above statements were 
made about EST. Clearly, the main attitudes 
expressed are those of hostility and punish- 
ment. In marked contrast are the remarks 


~ 


about insulin therapy. Here we observe that 
the idea of a threat is overshadowed by the 
concept of rescue of the patient from destruc- 
tion. Number 13 above refers to the theme of 
death and rebirth, with the therapist more em- 
phatically in the role of the “good” figure who 
saves the patient’s life. Statements such as 
number 14 are usually spoken in jest, but be- 
hind the words used we can detect the thera- 
pist’s reaction against the sadistic implication 
of shock therapy. 

Our experience in the observation of CO: 
therapy has been limited, but here again in re- 
marks numbers 10 and 11 we may suspect a 
hostile, punishing attitude. CO, therapy has 
been in use for much less time than EST, and 
possibly the use of colloquial terms to represent 
CO, will yet develop. More often we have heard 
therapists refer to CO, therapy in terms of as- 
sumed action, e.g., ‘““Let’s give her CO, to help 
her express her hostility.”’ It is not our inten- 
tion to discuss the possible modes of action of 
CO:. However, we have observed equally vio- 
lent abreactions following experimental work 
with nitrogen inhalations in psychiatric pa- 
tients. The lack of a full amnesia in association 
with the gassing or choking “attack” of the 
therapist might well provoke expression of hos- 
tility in the patient irrespective of any physio- 
logical effect of the gas used. In observing CO, 
therapy, it has seemed that the least excited 
and aggressive reactions occur in depressed pa- 
tients who appeared to “take their punishment 
lying down.” 

While many workers with CO, therapy have 
tended to study only the pharmacological ef- 
fects of the gas, the psychological meaning of 
its use was investigated by Hargrove ef al. (12). 
They concluded (in part), “The use of carbon 
dioxide therapy in our hands added no specific 
therapeutic effect but did add problems of 
transference and resistance that retarded or 
prevented therapy.” These findings were con- 
firmed by Freedman (9) who concluded that 
the reactions of each patient followed the trans- 
ference reactions to the therapist administering 
the treatment. He noted also that in the CO, 
treatment situation there seemed to be intensi- 
fication of the transference reactions even on 
relatively brief contact between therapist and 
patient. 

There is another situation in shock therapy 
which, though frequent, has received little at- 
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tention. In certain clinics and state hospitals 
where large numbers of patients are treated, 
the shock therapist may be a stranger to the 
patient. While it may be desirable for the psy- 
chiatrist to be present at the somatic treatment 
of his patient, this is not always possible. Here 
then we have a situation which is worthy of 
investigation. There is a need for studies to 
compare and contrast the results, and the 
transference and countertransference reactions, 
in various somatic therapies given by the pa- 
tient’s own therapist on the one hand and by a 
strange shock therapist on the other. Of course, 
the patient’s therapist is the responsible deci- 
sion maker, and he may seem to be the punisher 
by proxy in some instances; however, it has 
happened at times that the transference reac- 
tions of the patient to the two therapists have 
differed. 

Nurses and attendants are not only auxilia- 
ries of the shock therapist in the actual shock 
treatment session, but are more intimately and 


briefer forms of therapy. These, of course, are 
dramatic therapies and involve much action. 


They also bring the therapist into a much . 


shorter contact with the patient. 

In marked contrast are the prolonged car: 
and watching over the patient during many 
hours of insulin therapy. 

Electroshock and insulin therapy actually 
engender different attitudes in the therapist by 
virtue of the mechanisms and techniques in- 
volved. In the case of the latter there is pro. 
longed display of the “tender loving care’ 
about which Abse has written (2). 

In talking about the hostile, attacking nature 
of EST with shock therapists, we have notice: 
that some assume they are being accused 0/ 
sadistic intentions. Such is far from the case. 
Instead, we wish to stress again that the very 
nature of the treatment itself can produce the alti- 
tudes described. 

The success of EST principally in depres- 
sions is thus associated with hostile or punish- 
ing attitudes on the part of the therapist which 
correspond with the impressions. received by 


patient. Many thousands of “back ward” pa- 
tients in state hospitals can now feel that 


| 
~ continuously in contact with the patient. Scru- the patients. It seems prabable therefore that 
tiny of the reactions of nurses and attendants even the most sal ide shock thera- P 
to their participation in somatic therapies pist unconsciously allies himself with the puni- , 
should also be rewarding, but spontaneous “‘off- _ tive super-ego of the depressed patient. © d 
guard” expressions have not been sufficiently In insulin therapy, we can be sure that the ‘ 
available to us. It-is, of course, the frequent schizophrenic’s well-known sensitivity to the d 
experience of a physician in a state hospital to attitudes of others makes him aware of the ele- - 
be approached by a nurse who suggests a “few ment of tender loving care to which the treat- i 
shocks” for a patient because he has been fight- ment lends itself. je 
ing, resistive, uncooperative or even merely A statement uttered by Freud in 1904 (10) “ 
obscene in his talk. In one hospital which em- is worth repeating here: “‘All physicians, there- tal 
ployed a large number of relatively untrained fore, yourselves included, are continually prac- “a 
personnel, it was clear that such members of _ tising psychotherapy, even when you have no ter 
the staff used EST as a threat. Even non-psy- intention of doing so and are not aware of it; it id 
chotic voluntary patients reported threats of is disadvantageous, however, to leave entirely ] 
“You will go on the shock list” for such lack of in the hands of the patient what the mental 
cooperation as disinclination to eat a full meal! factor in your treatment of him shall be. In this are 
Certainly such openly threatening remarks are’ way it is uncontrollable; it can neither be meas- pe 
usually confined to the least understanding and _ured nor intensified. Is it not then a justifiable cide 
most junior attendants who are enjoying a new- » endeavor on the part of a physician to seek to thes 
found sense of power. This is sometimes con- control this factor, to use it with a purpose, and cal 
nected with an unconscious participation in the to direct and strengthen it?” da 
“omnipotence” of the shock therapist. This is a suitable place to suggest our need men 
' also to examine the psychological implications D. 
Discussion of the latest type of somatic therapy—the use bine 
The most interesting feature about the re- Of the drugs called tranquilizing agents. Un- thers 
marks listed is that all those which display doubtedly these drugs have turned attention of th 
hostie or punishment attitudes refer to the and interest toward the chronic psychiatric shock 
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“something is being done.” In many instances 
these patients are being observed as never be- 
fore. The enthusiastic drug therapist looks for 
signs of improvement in his patients and, in so 
doing, offers an interpersonal relationship that 
has often been lacking. Nurses and physicians 
react in a more positive and loving way towards 
the ‘‘tranquilized” patient. These and many 
other such factors must be kept in mind be- 
cause we cannot investigate such therapeutic 
tools from a purely pharmacological viewpoint. 

The whole question of countertransference 
in medicine generally has been considered by 
Lewin (15). The medical student’s first “‘pa- 
tient” is a cadaver. “His relationship to the 
cadaver is an outlet for many sublimated, ac- 
tive, libidinal drives, as well as those of mastery 
and power. Intended to be a prototype of all 
future patients in certain rational respects, the 
cadaver easily comes to be the student’s ideal 
of a patient in all respects.’’ Lewin goes on to 
point out the unconscious knowledge of doctors 
that sick people are aggressive, either to the 
environment or to themselves. Counter-aggres- 
sion on the part of the doctor has to be subli- 
mated. For example, the doctor will use drugs 
which would be poisonous in non-therapeutic 
doses; he may use morphine for a severe pain 
and thus reduce his patient to the state of a ca- 
daver. Occasionally in years gone by, we have 
seen or heard of whole wards of chronic psychi- 
atric patients being kept relatively orderly and 
subdued by the use of the older sedatives. Such 
occurrences can be understood in terms of Lew- 
in’s interpretations. It seems clear that such 
excessive medication is the end result of coun- 
tertransference feelings in the nurses and phy- 
sicians. 

Lewin’s original paper deserves study by all 
psychiatrists who are using the latest drugs 
which have, as yet, none of the unfortunate 
associations of the older sedatives such as sui- 
cides ‘and addictions. While we investigate 
these drugs from pharmacological, physiologi- 
cal and psychological points of view, we would 
do well also to elucidate countertransference 
meanings. 


Demands from relatives of patients are well 
known to psychiatrists in relation to shock 
therapies as well as to the new drugs. A study 
of the unconscious attitudes of relatives of ° 
shocked patients might well be revealing. 
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Meanwhile, many of us will agree with Arieti 
(3) when he says, ‘‘The drastic nature of shock 
treatment often acts as a catalyst on the emo- 
tional attitude of the relatives toward the pa-- 
tient.” 


SUMMARY 


The mode of action of the somatic therapies 
can be investigated from the psychological 
viewpoint as well as approached through phys- 
iological studies. Psychological studies seem to 
be most useful when unconscious transference 
and countertransference reactions in the phy- 
sician-patient relationship are scrutinized. 

Prolonged intensive psychotherapy with pa- 
tients who have had shock therapy shows that 
unconscious defensive reactions were aroused 
vis-a-vis the shock therapist and his assistants 
at the time of treatment. It is upon the arousal 
of such defenses as well as the support the pa- 
tient feels in the total treatment configuration 
that the efficacy of shock therapy largely de- 
pends. It is important to realize that there are 
crucial psychodynamic events involved in the 
organic therapy of a functional psychosis; these 
need further elucidation through research in the 
psychotherapeutic process. This conclusion 
reached through study of patients previously 
treated by shock methods may well also apply 
to those treated by drugs. | 

Concerning the countertransference aspects, 
it is concluded that the briefer therapies lend 
themselves to the development of hostile, puni- 
tive attitudes, whereas a therapy such as in- 
sulin therapy engenders a more loving and 
caring attitude on the part of the therapist. 
These attitudes are displayed in the casual “off- 
guard” remarks made by shock therapists, 
some examples of which are listed. It is empha- 
sized that there is as great a need for awareness 
of countertransference in the physical therapies 
as in psychotherapy. This awareness should 
lead to fuller understanding of the psychologi- 
cal implications of these therapies and to their 
more effective use. 
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THE RORSCHACH REACTION PATTERNS OF MATERNALLY 
OVERPROTECTED AND MATERNALLY REJECTED 
SCHIZOPHRENIC PATIENTS’ 


SYLVIA BRECHER, Pu.D. 


While various concepts have influenced the 
formulations, and numerous attempts have 
been made to investigate the heterogenous be- 
havior complexes and reactions in schizophre- 
nia, controversy still exists as to whether it is 
constitutionally or functionally determined. 
Not only is the clinical symptomatology varia- 
ble, but detailed psychological studies investi- 
gating mental functioning, personality struc- 
ture and diagnostic reactions pathognomonic 
of the illness lack-consistency in their findings. 

As a result of more recent formulations of 
schizophrenia which view the individual as a 
social being influenced in his development and 
reactions by all the environmental forces which 
act on him, much has been written about the 
nature of the parent-child relationship and the 
family background of schizophrenic patients 
(5, 7, 10, 15). There have been investigations 
too, which have shown a correspondence be- 
tween specific personality characteristics and 
methods of parental handling of the child (2, 
11, 12, 18). However, little controlled ex- 
perimentation has been carried out with adult 
schizophrenic patients to confirm clinical im- 
pressions and to demionstrate the absence or 
presence of a connection between specific path- 
ological reactions and early parent-child rela- 
tionships. 


THE PROBLEM 


Since, as Lewis (9) points out, “the actual 
behavior, hallucinatory and delusional forma- 
tions are constructed out of the personality and 
life problems of the individual’, there should 
be significant differences in the reaction pat- 
terns of schizophrenics who in childhood were 
reared in different maternal environments. 

This investigation was thus devoted to the 
purpose of studying the personality character- 
istics and reaction patterns, as expressed 
through their Rorschach perceptanalytic per- 

1 Condensation of thesis submitted in ial ful- 


fillment for the Ph.D. degree at New York University, 
School of Education, May, 1955 
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formance, of a group of 25 maternally overpro- 
tected schizophrenic patients and a group of 
25 maternally rejected schizophrenic patients. 

Reactions or reaction patterns are operation- 
ally defined, as used in this study, and relate to 
specific Rorschach variables and their meaning 
in terms of personality and behavioral charac- 
teristics. In order to differentiate the operation- 
ally defined tendencies, the following assump- 
tions were applied. 

In terms of energy capacity and energy 
control, as used by Piotrowski (14), the weaker 
the inner life in comparison to the affective life 
(more color than human movement responses), 
and the weaker the control over the impulses 
(few light shading; more color than light shad- 
ing responses), the more restless the motility and 
the greater the tendency to acting-out behavior. 
On the other hand, the weaker the affective 
drive (few color responses), the greater the in- 
hibition over the impulses (many light shading; 
light shading more than color responses), the 
weaker the drive (few whole responses) and the 
more self-absorbed the individual is (many hu- 
man movement; more movement than color), 
the weaker would be the urge to live in the 
world outside oneself and the greater the exper- 
ienced feelings of frustration, emotional ambiv- 
alence and the stronger the tendency to idea- 
tional symptomatology. 

The population consisted of 50 white, male 
adult patients who had been psychiatrically 
diagnosed as schizophrenic. The patients were 
culled from two psychiatric hospitals in New 
York State and had no history of previous 
hospitalizations or earlier, overt psychotic 
breaks, or exposure to any form of therapy 
prior to hospitalization, or familiarity with the 
Rorschach test. 

The patients ranged in age from 20 to 40 
years, had at least a high school education and 
were of average intelligence or better, as meas- 
ured by their Wechsler-Bellevue test perform- 
ance. 

The admission files at both hospitals were 
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checked for male patients who had been diag- 
nosed as either schizophrenic or dementia 
praecox and who met the age and education 
requirements. The case histories were obtained 
from the wards and evaluated according to spe- 
cific criteria for maternal overprotection and 
rejection. The cases who met the criteria for 
being clearly categorized were collected serially 
and separated into two groups, each consisting 
of 25 patients, depending on the nature of the 
mother-son relationship. 

The nature of the mother-son relationship 
was determined according to Levy’s (8) and 
Symonds’ (16) criteria for maternal overprotec- 
tion and rejection. Doll’s (3) and Gesell’s (6) 
developmental norms were utilized in the eval- 
uation of behavior which would infantilize the 
child and interfere with the development of in- 
dependent behavior. The following are the 
specific criteria for maternal overprotection: 


A wanted child 
Infantilization: 


Prolonged breast (12 months or more) or bottle . 


(past 244 years) feeding; 

Excessive contact as manifested by overfondling and 
performing activities in the care of the child beyond 
the time when such activities occur normally, such 
as prolonged feeding of the child (past 5 years); dress- 
ing the child (past 5 years); bathing the child (past 
7 years) ; 


Prevention of social maturity and independent 
behavior: 

The child cannot undergo risks customary to the 
group to which, he belongs as indicated by overpre- 
cautionary measures regarding health and cleanli- 
ness; isolation from other children (past the school 
age); and/or continuous companionship as reflected 
in close supervision or monopoly over play activities 
with his friends and over his school activities; 


Discipline: 


Excessive maternal control and domination by the 
mother to which the child conformed because of her 
overstrict and exacting attitudes. 


The following are the specific criteria for 
overt maternal! rejection: 
7 An unwanted child 
Denial of the child: | 


This would be indicated by the mother’s lack of de- 
sire to nurse the child or by the early and unn 
discontinuation of breast feeding (before 4 months); 
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Neglect: 
This would be indicated by early separation from the 
child as by placing him with others whenever pos- 
sible; by leaving the child to his own devices; dis- 
playing a lack of interest in his friends, school activ- 
ities, recreation and eating habits; 

Humiliation of the child: i 

_ This would be indicated by ridicule and/or criticism 
and unfavorable comparisons to siblings and other 
children; 

Discipline: 4+ 7 
Excessive spankings and use of physical force to con. 


trol the child; continual scolding, nagging an: 


threats in an attempt to maintain discipline. 


In evaluating the case histories, cases were _ 


utilized only when all the criteria were met, if 
the psychiatrist obtaining the history felt that 
the information was reliable, where there was 
agreement between his history and that ob- 
tained by the social service worker on the case, 
and where the credibility of the information 
could be further checked on the basis of con- 
crete examples produced by the patient during 
his interviews with his psychiatrist. 

The Wechsler-Bellevue Test was adminis- 
tered to each patient after he had been clearly 


_ categorized in terms of the maternal environ- 


ment. The overprotected patients as a group 
were four years older (mean C.A. 28.04 years) 
than the rejected group (mean C.A. 24.04 


years), and both groups were classified as being 


of better than average intelligence, in terms of 
mean I.Q. The two groups were rather closely 
equated intellectually, with the overprotected 
group having a mean I.Q. of 120.32 (S.D.10.75) 
and the rejected group a mean I.Q. of 118.84 
(S.D. 10.16). . 

After the two groups of patients were se- 
lected and given the Wechsler-Bellevue Test, 
an individual Rorschach was administered to 
each patient. The Rorschach protocols were 


“scored according to thé Piotrowski method 


(13) and according to Beck’s (1) location 
areas, quality of form responses, and popular 
responses. 


ANALYSIS AND TREATMENT OF DATA 


Each Rorschach protocol ‘was scored, and 
the data summarized and profiled according to 
the following variables: 


a) R (productivity or total number of responses) 
b) W, D, d, S (location areas) 
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c) M (human movement), FM (animal movement), 
m (inanimate movement) 

d) F% (the per cent of form responses) 

e) F = % (the quality of the form responses—F, 
Fc, Fe’) 

f) Sum of light shading (c) and dark shading (c’). In 
calculating the sum of c (and c’) the following 
weights were used: Fc-1; c-114; for every one or 
two c used as a secondary determinant (i.e., Mc, 
FMc), the value was 4. 

g) Sum of C (FC, CF, C). In calculating the sum of C, 
the following weights were used: FC-4; CF-1; 
C-144; C as secondary determinant (i.e., MC, 
FMC), a weight of 1. 

h) R (VIII-X)/R (the per cent of color responses to 
the last three plates) 

i) Aand Ad% (animal and animal detail responses) 

j) H% (buman responses) 

k) P (popular responses) 

l) Int. RT (initial reaction times) 

m) Card rejections 


While each Rorschach symbol has its own 


nuclear meaning, in evaluating a protocol, the 


relationship of each determinant to the whole 
gives it its significance. The relationships be- 
tween the following Rorschach components 
were thus tabulated: 


a) M:C (fantasy living as compared to emotional 
living) 

b) C:c (emotional life versus control over the impulses) 

c) W:M (intellectual strivings and drive versus fantasy 
living) 

d) M:FM (inner maturity versus immaturity) 


The individual analysis of the content of cer- 
tain responses was also done. The human move- 
ment responses (M), the areas into which they 
were projected (W,D,d) and content pertaining 
to humans (H) as well as the quality of the 
animal movement (FM) responses were classi- 
fied as follows, and tabulated: 


1. Human and animal:movement responses: 


a) Passive or flexor movement (included all move- 
ment in which no overt activity was taking place, 
such as standing, peering, looking, smiling, as 
well as the usual bending, sitting and resting) 

b) Assertive or extensor movement (included re- 
sponses such as dancing, flying, walking, eating, 
sucking on a straw, laughing aloud, blowing a 
horn, talking, leaping) 

c) Combative movement (included responses such 
as fighting, kicking, arguing and other aggressive 
content such as preying or stalking animals, 
rivalry or competitive concepts) 

d) Blocked or frozen movement (included tug of 

_ War concepts and animals or people poised or 
about to do something, or an activity that has 
just been halted) 


e) Cooperative and friendly movement (included 
responses such as people or. animals doing some- 
thing together, like carrying a common burden, 
kissing each other, rubbing noses together in a 
friendly fashion) 

f) Mixed flexor and extensor movement (included 
such concepts as bending down to lift something, 
bending down to beat on a drum, people sitting 
down and talking, lying on the floor doing 
stretching exercises) 


. Human movement projected into: 


a) Male figures 

b) Female figures 

c) Unreal human figures (such as elves, gnomes, 
giants, ogres, men from Mars, witches, cartoon 
figures, caricatures, mixed animal and human 
characteristics) 

d). Animal figures 

e) Mixed figures (ambiguous in terms of sexual 
characteristics) 


. Human movement projected into: 


a) Whole human figures 
b) Parts of human figures 


. Human movement projected into: 


a) The whole (W) blot 
b) Large details (D) 
c) small or unusual details (d) 


. Human responses: 


a) Male 

b) Female 

c) Ambiguous (characteristics of male and female; 
lack of clarity as to whether male or female; 
“embryos) 

d) Mythological or unreal human figures 

e) Cartoon and caricature figures 

f) Mixed animal and human characteristics 


Content pertaining to sexual responses were 


also classified as follows and tabulated: 


1. 


3. 


Overt sexual content: 


a) Male genitalia 

b) Female genitalia 

c) Anal percepts 

d) Percepts pertaining to intercourse 
e) Nude figures 


. Disguised or evasive sexual content: 


a) Pelvic bone percepts 

b) X-ray or anatomical percepts of lower portion 
of the body 

c) Percepts pertaining to legs and feet 

d) Clothing responses such as brassiere, pants, 
shorts, skirts 


Shock reaction to Plate VI: 


a) Rejection 
b) Sudden blocking of ideas as indicated by in- 


| 
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_ creased initial réaction time (i.e., 10 seconds or 
more above the average initial reaction time) 


The color responses were also treated in 
terms of content. 


1. Earthy color: 
a) Blood , 
b) Sex 
c) Fire 
d) Food 
e) Anatomy 


2. Superficial color: 
a) Plant and nature scenes 


b) Designs and art 


th 

“The data for each group were treated in 
terms of absolute numbers and percentages. 
The statistics were designed to determine 
whether there were significant differences be- 
tween the two groups for each of the variables. 
When a variable occurred very infrequently, 
the X? method was used to determine whether 
it occurred with different frequency in the 
overprotected and rejected groups. Otherwise, 
the means, standard deviations and t-test for 
the significance of the difference between the 
means for both groups were calculated. Each 
ratio was treated at least two ways to deter- 


TABLE 1.—CompParRIsON OF THE OVERPROTECTED AND REJECTED Groups: R, LocATION AREAS, POPULARS, 


re ANIMAL AND HuMAN % AND AVERAGE REACTION TIMES 

Rorschach Variable t or X? 
43.48 23.88 t 5.272*** 
5.44 9.28 t 3.848*** 
24% 28% xX? .104 
6.16% 7.00% t  .421 
18.16” 18.32” t .046 
RT Achromatic plates............ 18.00” 20.32” t .610 
20.60” 17.96” t .632 


t-test: *P .05 (t-2.010); **P .01 (t-2.681); ***P .001 (t-3.506). 
X?: *P .05 (X?-3.84); **P .01 (X*-6.64); ***P .001 (X?-10.83). 
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mine if there was a significant difference be- 
tween the overprotected and rejected groups. 
Differences were considered significant if they 
fell at the five per cent level of confidence or 
better. 

The means, per cents, per cent present, t-test - 
and Chi-square values for Rorschach variables 
relating to the total number of responses, loca- 
tion areas, populars, animal and human re- 
sponses and average initial reaction times are 
presented in table 1. 

Comparisons between the overprotected and 
rejected groups in regard to Rorschach deter- 
minants relating to movement (M, FM, m), 
light and dark shading (c, c’), color (sum of C, 
FC, CF, C), form (F) and their quality (F + %) 
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and per cent of responses to the last three plates 
(R(VIII-X)/R) will be found in table 2. 

Comparisons between the overprotected and 
rejected groups in regard to data obtained 
through the individual analysis of the quality 
of the human (M) and animal (FM) movement 
responses, and the areas and types of figures 
into which M was projected, will be presented 
in table 3. 

Comparisons between the two groups in rela- 
tion to the data regarding the quality of the 
color responses (earthy and superficial), the 
sex responses (overt and disguised) and the 
kinds of human figures perceived are presented 
in table 4. 

Data for both groups pertaining to the 


TABLE 2.—ComParISON OF THE OVERPROTECTED AND REJECTED Groups: MOVEMENT, SHADING, CoLor, Form 
AND PER CENT OF RESPONSES TO PLaTeEs VIII-X 


Rorschach Variable 

12.32% 8.20% t 1.895 
4.36 1.76 ¢ 3.2 
% present MC.......... 28% 20% X? .439 
(PM, 5.56 4.44 t 1.241 
% Total FM 14.56% 20.00% 
5.08 3.44 t 1.955 
% present FMC....... 36% 56% X? 2.013 
72% 68% X? .095 
6.26 1.80 t. 3.400" 
13.04% 6.36% t 3.648*** 
1.44 1.18 t .643 
2.96% 5.24% t 1.770 
8.48% 23.44% t 5.868*** 
1.56 0.92 ¢ 
EE 1.96 3.40 t 2.090* 

3.84% 13.28% t 4.818*** 
16% 28% X? 1.049 

F%... 49.40% 41.92% t 1.567 
60.96% 53.28% t 1.137 
38.56% 37.72% t .289 


| 
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TABLE 3.—CoMPARISON OF THE OVERPROTECTED AND REJECTED GROUPS: QUALITY OF HUMAN AND ANIMAL 
MOvEMENT RESPONSES, AREAS AND TYPES OF FIGURES INTO WHICH HUMAN MOVEMENT IS PROJECTED 


Rorschach Variable —— |. t or X? 
sens 1.32 1.60 t .848 
2.68 1.80. -t 1.406 
1.68 1.04 t 1.362 
56% 25% X? 6.876** 


relationship between Rorschach components 
(W:M, M:C, C:c, M:FM) are presented in 
table 5. 


INTERPRETATION AND DISCUSSION 
The overprotected schizophrenic group 


The statistical data indicate that the over- 
protected group gives significantly more re- 
sponses (R) and, in its approach, emphasizes 
D and DS, and d and ds areas, neglecting W 
(table 1). It uses more M responses in terms of 
absolute numbers, but they are poorly per- 
ceived (M—, MC—), and the human move- 
ment responses are more frequently projected 
into parts of human figures, rather than into 
whole human figures, and in D and d areas 
rather than in W areas (tables 2 and 3). 
Insofar as the quality of the M is concerned, 
the group produces significantly more assertive, 
passive and combative types of movement, and 
the M’s are more frequently projected into 
female, ambiguous (in terms of sexual charac- 
teristics) and unreal figures (table 3). 
The group uses m percepts more frequently 
(table 2), though it does not differ significantly 


from the rejected group in the use of FM re- 


sponses or in the quality of the animal move- 


ments, except that the rejected group uses 
blocked FM more frequently (table 3). 

While the overprotected group does not 
use more C in terms of absolute numbers than 
the rejected group, the difference is significant 
when the data are treated in terms of per cent 
(table 2). This is understandable in view of the 
greater productivity of the overprotected pa- 
tients. The significance of C is much more 
meaningful when treated in its relationships to 
M and c. In regard to the M:C relationship, 
the overprotected group differs significantly 
from the rejected group in that the relationship 
is an ambiequal one or that the ratio is weighted 
on the M side; that is, they use more M 
than C (table 5). 

Not only do the overprotected patients use 
significantly more c than the rejected patients 
(table 2), but the group uses more c than C or 
enough shading to balance color, which is the 


reverse of the ratio in the rejected group (table — 


5). 
In regard to the content, the differences 
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TABLE 4.—ComPaRIsON OF THE OVERPROTECTED AND REJECTED Groups: QUALITY OF COLOR, 


SEX AND HuMAN RESPONSES 


Rorschach Variable —— t or X? 
ee 1.32 2.48 t 1.955 
Ee 2.92% 11.24% t 4.669** 
20% 28% X? .439- 
Ee 10% 4% X? 1.495 
Er 16% 32% X? 1.754 
1.28 2.20 t 1.970 
16% 28% X? 1.049 
5.04% 3.16% t .934 
2.20 1.04 t 2.427* 
5.92 4.36% t .988 
Overt Sex (Yo present) | 

28% 20% X? 
36% 24% .857 
20% 8% X? 1.495 
12% 8% xX? .222 
ETON 20% 4% X? 3.030 
Disguised Sex (Y present) 
TE 40% 12% X? 5.094* 
60% 20% X? 8.333** 
24% 16% .500 
24% X? .168 
Human Responses 
5.32% 5.24% t .044 
60% 28% X? 5.195* 
present Unreal figures................. 4% 24% X? 8.177** 
present 36% 28% X? .368 


which can be considered significant are that the 
overprotected patients use a lower percentage 
of P (popular) responses, though not signifi- 
cantly different from the rejected group when 
the difference is considered in terms of absolute 
number (table 1), more frequently project fe- 
male and unreal human figures and give more 
disguised sex responses (table 4). The latter is 
especially evident in the per cent present of 
pelvic area percepts and in the use of leg and 


feet responses. The larger number of disguised 


sex responses given, however, seems to be a 
function of total productivity rather than to a 
greater preoccupation with sexual matters 
since the significance is lost when the two 
groups are compared in terms of mean per 
cents. The lower per cent of P can also be re- 
lated to the greater productivity in the over- 
protected group. 

The W: M relationship is significantly differ- 
ent in the overprotected group with the pa- 
tients using more M in proportion to W, rather 
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TABLE 5.—THE OVERPROTECTED AND REJECTED 
SCHIZOPHRENIC GROUPS: RELATIONSHIPS BETWEEN 
W:M,-M:C, C:c anp M:FM Ratios 


Over- 

Protected | "Group | tor x! 
W:M > 3:1 12% | 72% | x®18.467*** 
M=2CorM>| 76% | 8% | x®23.727*** 
ZC > 20% | 92% | x®26.207*** 
M=FMorM>| 45% | 25% | x®°1.587 

FM 
M +55 
t 4.088*** 
x 100 | 110.52 | 29.60 4 
M +5 
100 | 213.88 | 40.00 | t 3.323*** 
sc+.5 * 
~ x 100 | 0.73} 4.50 | 4.537% 
+55 

M_ | 46.08| 29.72 | t 2.514° 

FM 


than more W in proportion to M, as found in 
_ the rejected group (table 5). 

The M:FM relationship in the overprotected 
group does not differ significantly from the one 
found in the rejected group. The overprotected 
group does, however, produce a greater total of 
movement responses (M plus FM) than do the 
rejected patients (table 5). 

_ In terms of personality characteristics and 
behavior reactions the following interpretations 
are suggested for the overprotected patients: 

1) The overprotected patients’ greater pro- 
ductivity may be considered to reflect the 
group’s obsessiveness and autism. The group, 
however, seems to dissipate its energy or activ- 
ity in an unorganized manner (few W in relation 
to R; many d). The patients become embroiled 
with non-essentials which do not complement 
one another, making little attempt to discipline 
their thinking or plan ahead. to distant goals. 
They may keep busy, but they create nothing 
significant. The overemphasis on non-essentials 
can be considered to possibly indicate anxiety- 
relieving habits of an obsessive nature. 

2) Their ‘unrealistic approach to the world 
about them and their ideational and thinking 
disturbances are reflected in the autistic quality 
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of their fantasies (M—) and in their generally 
distorted and original perceptions (F plus per 
cent). 

3) They are more influenced by their own 
ideas about the world and their role in it, rather 


than by environmental or emotional stimuli 


(more M than C). As a group, the patients are 
inclined to be more introspective and probably 
much more aware of their personality difficul- 
ties (m). 

4) Since they are so self-absorbed, they 
would tend to realize their conceptions of role 
in life chiefly in fantasy (few W, many M in 
relation to W), spending a good deal of time 
daydreaming about concepts of role which are 
considered desirable but at the same time unat- 
tainable and which affect their actual conduct 
but little (M in d, m responses). Their obses- 
sive ambivalence or indecisiveness over their 
conception of role in life is also reflected in the 
variable quality of their human movement re- 
sponses (assertive, passive, combative). 

5) They have not been able to evolve a self- 


concept or establish an adequate identification 
‘with members of their own sex, with their iden- 


tification being an essentially feminine one 
(higher percentage of female figures). Their 
sexual role is a confused or unclear one (hu- 
man figures with ambiguous sexual charac- 
teristics), and they seem to suffer from feelings 
of depersonalization (projection of unreal hu- 
man figures). Though they are interested in 
others and desirous of being accepted (c), at the 
same time their attitudes toward people are 
peculiar and reflect their own lack of integra- 
tion and feelings of estrangement from others 
and reality (M in parts of human figures). 

6) While these patients have definite feelings 
and emotions which can be viewed as manifes- 
tations of impulsiveness and potential activity, 
they are, at the same time, unable to release 
their feelings or act in a spontaneous manner 
(c more than C). The inability to release their 
feelings and impulses only serves to intensify 
their inner feelings of tension and emotional 
turmoil, and they feel excessively anxious, un- © 


‘certain and threatened by, or oversensitive to 


potential dangers (many c). While they try to 
cling to the protection which they believe they © 
can gain from the environment, even at the , 
expense of sacrificing part of their own person- | 
ality, their defenses are too inadequate (minus 


‘ 


percepts) to decrease their feelings of insecurity 
in regard to the potentially dangerous environ- 
ment. 

In relating the present findings to what has 
been written on the role of overprotection, the 
concensus of opinion according to a survey of 


- the literature is that the main expression of 


overprotection is the child’s failure to grow up. 


_ Some of the characteristics shown by the child’s 


response to overprotection are summarized by 
Symonds. He writes that the overprotected 
child is dependent and helpless, is unable to 
accept responsibility, has poor work habits, is 
unable to adapt socially, is inclined to be with- 
drawn and seclusive and can develop schizoid 
tendencies, is submissive or docile and suffers 
from intense feelings of insecurity, inferiority, 
inadequacy and anxiety or apprehension. 

Morespecifically in termsof theschizophrenic 
patient, investigators have stressed the pa- 
tient’s inability to attain maturity, or meet 
even the minimal demands of adult life, thus 
being forced to retreat into fantasy, and ‘their 
inability to develop an outlet for their aggres- 
sive impulses. There has been emphasis as well 
on the relation between maternal overprotec- 
tion and its role in hindering psychosexual de- 
velopment. 

The findings in the present research would 
seem to bear out many of the reported clinical 
observations and speculations regarding the 
role of overprotection and the nature of the 
schizophrenic reactions. 

In the present investigation, one of the most 
outstanding differences between the overpro- 
tected and rejected schizophrenics is in the use 
of c or light shading responses with the over- 
protected patients using significantly more c. 
Not only is c considered to be a measure of con- 
trol over motor impulses, but according to Pio- 
trowski, it reflects too the type of concession 
the individual is willing to make in order to 
stabilize his relationships with the world, as 
well as the individual’s method of handling 
anxiety. 

Thus it can be theorized from the Rorschach 
performance, that the overprotected patient, 
who has always had to make himself accept- 
able (i,e., meet the demands of the mother fig- 
ure) in his attempts to maintain affection and 
protection, has probably always had to act in 
a more submissive manner, even if it involved 


Rorschach of Maternally Overprotected and Rejected Schizophrenics 49 


yielding a part of his personality. Since he was 
not permitted to release his feelings or impul- 
ses, his main recourse was to withdraw and 
make himself as inconspicuous as possible until 
the danger was past. That is, his hostility and 
aggression were internalized, and this served 
only to enhance his feelings of anxiety and ten- 
sion. This would be consistent with Tietze’s 
(17) observation (after studying the personal- 
ity characteristics of a group of mothers of 
schizophrenic patients) that it is the mother 
who dominates under the disguise of maternal 
love and sacrifice who is the most dangerous, 
because she deprives the child of any outlet 
for his aggressive impulses. 

The general immaturity of the overprotected 
patients is reflected in their excessive preoccu- 
pation with themselves and their various con- 
ceptions of role in life. They are more interested 
in themselves and their ideas, but are much 
more confused in terms of their identification 
and sexual role. This is consistent with the be- 
lief expressed by Kasanin and his co-workers 
(7) that maternal overprotection plays a de- 
cided role in hindering the psychosexual cover: 
opment of these patients. 

The weak drive and inability to deal with the 
world about them effectively or efficiently and 
lack of initiative are also reflected in the Ror- 
schach performance of the overprotected pa- 
tients. Since “things were always done for 
him”, there was no need for the overprotected 
patient to make realistic plans for the future 
or organize his activities. Instead,*he is inclined 
to take the line of least resistance. Whatever 
concerns he may have about the future seem 
to be met on a fantasy level. In fact, on the 
whole these patients are generally more autistic 
and fantasy ridden, finding it much easier to 
try to live out or achieve in fantasies not only 
the activities prohibited them in reality but 
their feelings and ideas about their relation- 
ships to others. 


The rejected schizophrenic group 


. According to the statistical data, the rejected 
schizophrenic group gives significantly fewer 
responses, and its approach is essentially a W 
one (table 1). In comparing the W: M relation- 
ship, the balanceis overweighted on the W side 
(1M to 3 or mote W), and in this respect too, 


~ 
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the group differs significantly from the over- 
protected group (table 5). 

While the rejected patients do not use a 
lesser percentage of M, they do use fewer M in 
terms of absolute number, and while there is 
no difference between the two groups in terms 
of the absolute number of C, the rejected pa- 
tients do use a higher percentage of C responses 
(table 2). That is, they use a higher percentage 
of earthy and superficial color, as well as more 
CF responses (table 4). 

M and C take on definite significance, how- 
ever, when the M:C relationship is considered. 
That is, the rejected patients differ signifi- 
cantly from the overprotected patients in that 
the ratio is more weighted on the C than on the 
M side (table 5). Not only do the rejected 
patients use significantly less c than the over- 


protected patients (table 2), but when the . 


C:c relationship is considered, the rejected 
group uses significantly less c than C which is 
the reverse of the ratio in the overprotected 
group (table 5). 

While the rejected group does not produce 
significantly more or less FM responses (table 
2), a gréater percentage of the animal move- 
ment responses are classified as blocked animal 
percepts (table 3). 

In terms of personality characteristics or be- 
havior reactions the following interpretations 
are offered for the rejected patients: 

1) The rejected group, while it limits its 
available energy in terms of actual productiv- 
ity (fewer R), releases more of its activity in 
terms of the general approach to the environ- 
ment. That is, the group is more unselective in 
its responsiveness to environmental stimulation 
(many W, fewer D and d). There is a lack of 
relationship, however, between the group’s ac- 
tivity and ability to achieve or work toward 
_ specific goals (M too few in relation to W; 
quality of W). The quality of the W does not 
reflect a compulsive need to organize, or intel- 
lectual strivings, but reflects rather a tendency 
to deal with the environment in terms of vague 
generalities and poorly perceived superficiali- 
ties as well as their inferior sense of reality 
(low F plus %; structural rather than combin- 
atory W). 

2) While the group does indulge in fantasy 
_ activity, its emotions are more unstable and 
labile (more CF) and it cannot control its im- 


pulses (few c). The group would thus not only 
appear to be more or less at the mercy of its 
emotions (more C than M), but the more rest- 
less would be the motility (more C than c), 
and the greater would be the influence of the 
immediate environment upon the patient’s 
feelings and activities. - » 

3) While the group’s fantasies are less autis- 
tic (fewer M—, less M projected in d or in 
parts of human figures), and a greater percent- 
age of its responses conform to the norm 
(higher P%), they are not willing or interested 
enough to make themselves acceptable to oth- 
ers (few c). While in early childhood it would 
appear that these patients could not decide 
whether to make their adjustments in an as- 


sertive or compliant manner (blocked FM), at ~ 


present they are less tense and anxious (fewer 
m and c) and not too concerned with their 
conception of role in life. 

While the literature reveals that much has 
been written on the reactions of the child to 
rejection, there would appear to be more di- 
vergence of opinion as to the specific nature of 
these reactions. Among the reactions men- 
tioned by Symonds are attempts to win affec- 


tion by affectionate advances, attention getting - 


behavior through clinging or hyperactivity, 
psychopathic and unstable tendencies, coun- 
terhostility, fearfulness and retardation. . 

Wolberg (18) emphasized that the rejected 
child has difficulty in developing a repressive 
system capable of inhibiting immediate prompt- 
ings, while Bender (2), on the other hand, found 
compulsive dependency and ingratiating behav- 
ior to be most outstanding in rejected children. 

It is possible that the variability in person- 
ality characteristics reported by different in- 
vestigators can be related, in part at least, to 
differences in the intensity of the emotional 
rejection suffered by the child and to the qual- 
ity and/or quantity and nature of the neglect 
or deprivation. Less has been written on the 
relation bétween rejection and specific schizo- 
phrenic reactions than on overprotection and 
schizophrenic pathology. Frieda Fromm- 
Reichmann (4), however, does relate the schiz- 
ophrenic’s distrust and resentment of people 
to the rejection he encountered in infancy and 
early childhood by the mother. 

The Rorschach reaction patterns of the re- 
jected schizophrenic patients as reflected in the 
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present research would seem to fit in more with 
clinical observations and other investigations 
in which a relationship was postulated between 
rejection and acting-out behavior, rather than 
those which believed it led to compulsive de- 
pendency and ingratiating behavior. Most 
conspicuous in the rejected schizophrenics in 
this study is the low number of c or light shad- 
ing responses. This would imply a lack of 
repressive or inhibitory mechanisms, less anxi- 
ety and tension, as well as a lack of interest or 
desire to make themselves acceptable to others. 

While it would appear that they were very 
insecure in their convictions in early childhood, 
and could not decide whether to be aggressors 
or appeasors, as they grew older, they seemed 
to become less concerned about themselves 
and the effects of their behavior. It may be 
that they found that “appeasement” did not 
work (did not bring them the love or approval 
that they sought and needed), so to speak, and 
instead of blaming themselves they learned to 


_project and blame the environment for their 


difficulties. One way to get back at the reject- 


‘ing environment was through hostile and ag- 


gressive behavior. 

They are as a group thus less inclined to in- 
trospection or obsessive ruminations about 
themselves, plans for the future and their rela- 
tionships to others. While they function 
behaviorally on a more infantile level than the 
overprotected patients and are more inclined 
to get into difficulty with the environment 
since they do not inhibit, they seem to be much 
more at peace with themselves, as they have 
much less self-awareness. 

One can speculate on a possible relationship 
between the acting-out behavior and the fact 
that the rejected group as a whole (mean C.A. 
24.04) was four years younger than the over- 
protected group (mean C.A. 28.04) at the time 
of the first hospital admission. The rejected 


- patient might require hospitalization sooner 


since behavioral disturbances would make 
them more conspicuous in the environment 
than would ideational disturbances. 


SUMMARY AND CONCLUSIONS 


This investigation was devoted to the pur- 
pose of studying the personality characteristics 


and reaction patterns, as expressed through 


their Rorschach performance, of a group of 25 


maternally overprotected and a group of 25 
maternally rejected patients. 

In offering the following conclusions it should 
be kept in mind that it is realized that factors 
other than the maternal attitude play a role in 
moulding personality, that the results apply to 
group data, that the samples are small, and 
that individual differences do exist. The con- 
clusions, too, must be delimited to male schizo- 
phrenics between the ages of 20 to 40, who are 
of average or better than average intelligence 
and who are first admissions to a mental hos- 
pital, without a history of a previous break or 
exposure to therapy. 

1. While certain similarities are apparent 
between the two groups in that both groups of 
patients distort reality and reveal an ego that 
is not strong enough to handle life problems, 
each group attempts to handle its problems 
very differently. The overprotected patients 
are inclined to express their schizophrenic dis- 
turbances ideationally, while the rejected pa- 
tients express their schizophrenic disturbances 
through the motor system. 

2. The maternally rejected schizophrenics 
have much poorer control over their impulses 
and emotions and project their difficulties onto 
the environment. The overprotected patients 
are more frustrated and ambivalent in the out- 
ward expression of their feelings and impulses 
and tend to internalize or blame themselves 
for their difficulties. 

3. The overprotected patients are more au- 
tistic, anxious and tense than the rejected 
patients. The findings suggest that this is re- 
lated to their inability to release their hostile 
feelings and aggressive impulses because of 
their need and desire to make themselves ac- 
ceptable. 

4. The overprotected patients are more self- 
absorbed, more preoccupied with themselves 
and less secure in their identification, self- 
concept and sexual role than the rejected pa- 
tients. 

5. While the rejected patients on the whole 
function on a more infantile level, especially 
behaviorally, the overprotected patients are 
much more disturbed and show many more of 
the ideational reactions which are considered 
pathognomonic of schizophrenia. 

6. In regard to indications for therapy, the 
findings suggest that with the overprotected 
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schizophrenic, treatment should be directed at 
decreasing anxiety through a weakening of in- 
hibitory mechanisms and to helping the patient 
resolve some of his conflicting ideas about him- 
self and his role in life. With the rejected pa- 
tient, on the other hand, the findings suggest 
that the therapeutic goals should be directed at 
developing inhibitory mechanisms and a subli- 
mation of destructive and hostile impulses into 
more constructive channels. 

7. While the findings cannot be construed to 
suggest causal relationships, they do lend cre- 
dence to the theory that the nature of the 
mother-son relationship has some bearing on 
_ schizophrenic reactions or symptomatology. 
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SERPASIL AS AN ADJUNCT TO BRIEF INTENSIVE PSYCHOTHERAPY 
WITH TWO PSYCHOTIC PATIENTS 


G. F. WESTCOTT, M.B., B.S. 


Serpasil (Ciba) and other preparations from 
Rauwolfia have been extensively used in 
psychiatry even though they have only been 
available for a relatively short while. Reports 
(4, 5) have appeared stressing the tranquilizing 
effect of Rauwolfia and its power to alleviate 
anxiety. The use of psychotherapy in the 
treatment of schizophrenia has been reported 
by Schwing (6), Fromm-Reichmann (3), 
Eissler (2), Brody and Redlich (1), and others. 
The over-all impression from these various 
communications on psychotherapy is that each 
workers has a highly personalized technique, 
and that treatment is always a long term 
project. 

The author was interested, therefore, in 
exploring the possibilities of intensive short 
term treatment of schizophrenia by psycho- 
therapy, each treatment project to occupy not 
more than 60 therapy hours. The main barrier 
to this idea in the past has been the likelihood 
that such therapy would arouse intense 
anxiety in the patient during the remainder of 
the day when no support could be given; this 
anxiety might cause further regression and 
prevent any progress. The advent of Serpasil 
seemed to offer a hope of combating this 
anxiety. 

The two cases described in this study were 
selected in the following manner: The writer, 
having been assigned to a group of wards, was 
making rounds with a nursing supervisor. In 
the course of the rounds she pointed out a 
young man sitting in a dejected fashion on the 
floor, saying that he appeared depressed and 
that he was/not eating well, and that he should 
have a course of EST. This was the patient, 
Charles, later described. At about the time of 
the 20th hour in Charles’ therapy, I was 
visited by the parents of another patient, 
George.. Their son’s previous ward physician 
had changed his assignment, and they wanted 
to make the acquaintance of his new physician. 
As I was not conversant with the details of 
their son’s condition, I resolved to see him the 
next; day, and he later became the second 


patient in the series. It can be seen, therefore, 
that the selection of patients was to some 
extent influenced by chance; also an attempt 
was made to control the conditions of the 
study by drawing as little attention as possible 
to the two subjects, thereby minimizing any 
change in the attitude of attendants. The 
therapeutic technique differed in each case, as 
will be apparent from the detailed description 
of the individual case histories. Charles 
presented a picture of slow personality 
disintegration; his delusional material was 
loosely structured and of an undifferentiated 
nature. His manner was apathetic, and he sat 
or walked by himself, rarely speaking unless 
addressed first. He is of dull normal intelligence 
(Wechsler I.Q. 87). 

George, on the other hand, had marked 
hebephrenic features, with silly, inappropriate 
laughter, frequent impulsive outbursts, was a 
willing passive homosexual and of high 
intelligence, coming from a very cultured 
family background. Any interpretation pre- 
sented to Charles had to be tailored to his 
intellectual level, he seemed primarily to 
require a sympathetic and friendly environ- 
ment. George, on the other hand, required a 
burst of deep and direct interpretation before 
his psychotic defensive screen could be 
penetrated. Both cases were given similar doses 
of Serpasil, namely 5 mg. t.i.d. intramuscularly 
for the first two days and then 1 mg. q.i.d. 
orally. 


Case 1: Charles is 26 years old, the fifth child in a 
sibling group of seven; four brothers and two sisters. 
His early development was uneventful until the age of 
14 years; at this time he underwent a tonsillectomy and 
in the second post-operative day suffered a moderately 
severe hemorrhage from the tonsillar bed. He was — 
unconscious for several hours but recovered after a 
blood transfusion and other supportive measures. 
Following his discharge from the hospital, he was 
noticed to be more clumsy than previously, and had a 
slight right-sided limp. This limp gradually diminished 
over the next three years and finally cleared up entirely. 
However, his general muscular coordination remained 
below average, and it suffered a marked deterioration 
whenever he was anxious. Charles completed the 8th 
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grade in school and then worked spasmodically on 
various farms and lumber sites until drafted in 1947. 
He saw two years of Army service. During his service, 
he was hospitalized on one occasion for observation. 
This occurred during his basic training; he could not 
march and drill to the satisfaction of his superiors, and 
so medical advice was sought. On discharge from the 
hospital, after a one-week stay, he was transferred to a 
tank unit, where he served satisfactorily for the 
remainder of his time. He seemed happy in the Army 
and felt accepted for the first time in his life. He was 
never in combat. On leaving the service he stayed home 
for a few months and, after several odd jobs, found 
steady employment as a factory guard at a chemical 
plant engaged in Government work. His chief duty was 
to check the identity of the workers entering and leaving 
the plant. He seemed to adjust to his job quite well for 
about 18 months. During this time, he was trying very 
hard to save enough money to buy a tractor so that he 
might work for himself as a timber hauler. The first hint 
of trouble showed itself as a bout of insomnia lasting 
some. weeks. Charles took to drinking several stiff 
whiskies before going to bed, and for a time obtained 
relief this way. Then he began to feel uncertain of 
himself and to be confused as to the identity of the 
workers he was admitting to the plant. The faces on 
their identity picture buttons became strange, and he 
became fearful of spies and possible sabotage. 

_ He left his job and returned home where his odd 
behavior and talk of destruction and death quickly 
caused his parents to seek his admission to a VA mental 
hospital in October, 1953. There he was diagnosed as 
schizophrenic reaction, chronic undifferentiated type, 
and given a course of EST. Following this, he improved 
somewhat and was discharged as improved, but with a 


prognosis. 

In December, 1953, he was admitted to the State 
Hospital in Butner, North Carolina, having become 
disturbed and hallucinated, and having attacked his 
mother and brothers with an axe. The clinical picture at 
that time was characterized by withdrawal, and 
blunting of affect; vague ideas of persecution and of 
reference, and by auditory hallucinations in which his 
name was called or some unpleasant things were said 
about him. He was again diagnosed as schizophrenic 
reaction and was given a course of 29 EST. Following 
this he made slow improvement and was sent home on a 
trial visit in October, 1954. While at home, he did no 
work and spent most of his time loafing or riding around 
in his car. In December, 1954, he became disturbed 
again and said that some neighbors were flashing car 
headlights at him, and that they wanted to send him 
back to the hospital. Later, he attempted to attack a 
neighbor, with whom he was annoyed, and also his 
mother. Therefore he was returned to the hospital on 
December 15. He was given a short course of some 
6 EST and assigned to a chronic ward. I first saw him 
in January, 1955, under circumstances previously 
described. 

Therapy was started on January 4, 1955. The first 
five sessions were occupied with Charles’ verbalizing his 
deep sense of inferiority and his feeling of rejection, 
occasioned when he returned home from the hospital 
following his tonsillectomy. He felt that his mother and 
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father no longer loved him to the same extent as before, 
and that they preferred his siblings. Since he was teased 
badly at school over his clumsiness, he gave up playing 
ball. Many ambivalent feelings towards the father were 
revealed. Charles alternated between hostility at his 
father’s alleged preference for the oldest brother and 
concern and worry over the hard struggle his father has 
had to make a living in his barber shop. Much hostility 
was directed against the hospital and staff where the 
tonsillectomy was performed; on a. deep level the 
hemorrhage was interpretated by Charles as a castrative 
punishment. 

In the 7th hour, overt hostility towards his oldest 
brother was expressed. This brother is quite successfu! 
as a business man and owns a cannery in which some oi 
the family are employed. By the 11th hour, the nursing 
staff reported that Charles had become markedly 
hostile to the other patients, and had been acting out. 
He then entered into a phase of extreme hostility 
towards myself, telling me, “I don’t appreciate this 
damn treatment, if you want to know.” He furthe: 
questioned my ability as a physician and refused al! 
offers of cigarettes or sweets. Following interpretation:< 
of his feelings, he became more friendly and began to 
cast me in “the good father role,”” becoming dependen: 
in manner, eager for any small gifts I might bestow upon 
him. Gradually with support and encouragement, he 
began to take more interest in things around him and to 
want to attend recreational activities. 

In the 18th hour I guided Charles to the subject of his 
feelings for his mother. Immediately strong resistance 
was aroused with much blocking of thought and motor 
agitation. He was unable to sit still, and indignantly 
refuted my suggestions that he felt hostile towards her, 
even threatening to strike me if I continued to press 
him. Following this session, his Serpasil dosage was 
supplemented by intramuscular injections of 5 mg. t.i.d. 
for three days. In the next sessions his feelings for his 
mother were worked through with the aid of strong 
interpretation. As his hostility subsided, Charles 
seemed to take a big step forward. He requested a 
ground privilege card and asked for a transfer to a 
better ward. He began to shave and bathe regularly and 
to wear his own clothes. He now freely discussed his 
feelings of unreality and of reference, and spoke of his 
need to count the chairs and windows in the ward 
several times a day in order to reasure himself of his 
surroundings. 

At the time of the 40th hour of therapy, this writer’s 
wife gave birth to a son. Charles reacted to the situation 
with temper tantrums and negativism. This was 
countered with deep interpretations. These together 
with sympathetic attitude of the attendants on his ward 
helped to tide him over. The incident seemed to act as a 
powerful stimulus to him; he seemed to realize that 
those around him would not necessarily punish him for 
hostile feelings, and that I (in the paternal role he had 
cast me) would not reject him because I had a new son. 

The remainder of his hostility towards his elder 
brother was now worked through, and by the 50th hour, 
I had begun to taper the therapy off with a view to a 
home visit. An interview with the family proved them 
to be very cooperative and eager to help in any way 
possible. The elder brother had a second-hand tractor 
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which Charles could usé to haul timber to the local 
sawmill. Thus the problem of employment for Charles 
in a non-competitive environment was solved. Accord- 
ingly, he was then furloughed to his family, to live at 
the home of one of his married brothers. Continuation 
of the oral Serpasil was advised. At the time of the 48th 
iherapeutic hour, psychological testing was repeated 
with the following result: Rorschach testing. “Sexual 
identification has improved from a confused and 
possibly homosexual one to a clear cut masculine 
attitude. Reality testing is better, and Charles is more 
able to cope with environmental stress, as is seen in the 
use of color. He is still threatened by the sex card.” 

I feel that the clinical improvement in Charles is 
reflected to some extent in the Rorschach picture. His 
subsequent progress has been very encouraging. The 
last follow-up letter from his mother in October, 1955, 
reported that he is now successfully running a chicken 
farm, has made a very good adjustment in his small 
rural community, and seems very happy. 


Case 2: George is 23 years old and is the middle 
child in a sibling group of three brothers. His early 
development was, as far as can be ascertained, reason- 
ably normal, and he had shown promise quite early in 
life of possessing above average ability. He had been 
educated in a private preparatory school and, at the 
onset of his illness in March, 1950, was preparing to 
enter college. For some time his manner had caused his 
parents some anxiety, and certain ideas contained in 
his essay themes had led his teacher to consult his 
parents. The home background .was an extremely 
cultured one, and there was considerable pressure on 
George to succeed. One evening in March, 1950, 
George became extremely disturbed while playing 
bridge with his parents, talking of destruction of the 
world by atom bombs. The backfire of a passing car 
was interpretated by -him as “there goes Chicago; 


New York is next.” 


He was taken to the psychiatric clinic of a nearby 
teaching hospital, where acute schizophrenic episode 
of unclassified subtype was diagnosed. A full course of 
deep coma insulin was administered, and following this, 
he was discharged to his home as “improved, but not 
recovered” in August, 1950. He relapsed in December 
and received a further course of insulin, this time on 
the subshock level. He ran away from the hospital in 
March, 1951, and when: found, was committed to the 
State Hospital. He was again diagnosed as schizophrenic 
psychosis and received a course of EST and Pitressin 
(Parke Davis) injections. From March until September 


. of 1952, George received a further course of deep 


insulin with little effect. In December, 1953, a home 
visit was allowed, but he returned to the hospital in a 
few days, having tried to attack his parents. His 
conduct now became so aggressive that his parents 
requested an attendant to be present at their visits with 
their son. From then until October, 1954, he received a 
large number of EST’s for management purposes, and 
gradually passed into a state of mute negativism. 

On January 29, therapy was commenced under the 
circumstances previously described, Serpasil having 
been started some three days earlier. The initial 
interview showed George willing to talk, but suffering 


great difficulty in expressing himself due to excessive 
blocking and frequent neologisms. The next 11 sessions 
were conducted with George remaining entirely mute. 
These hours were spent with the therapist keeping up a 
constant barrage of analytical interpretations, based 
upon incidents in George’s history, knowledge of and 
from his parents, and material from Rorschach testing. 
During the 13th hour, he consented to speak. He 
stated his problems thus: “I’m a lost person, I have no 
place or position, I have thrown away my liberty by 
my own view of the social relationship.” Therapy now 
continued with the therapist taking a very active 
role. By the 20th hour, George was beginning to 
verbalize quite well; he felt chronically fatigued most 
of the day and spent most of it lying on his bed with 
his head covered up. 

Indecision still plagued him, and he found it almost 
impossible to express hostility in a direct way. Week-end 
visits were encouraged, and it was interesting to 
observe how he behaved on them. He tried to remold 
his relationship with his mother and spent a great 
portion of his visit helping her in the kitchen and about 
the house. In the sessions following the week-end, he 
would work through his feelings of hostility and the 
defenses he had employed against them. He was able to 
verbalize the tremendously strong sexual impulses he 
had for his mother and the almost uncontrollable rage 
that their non-satisfaction roused in him. By the 44th 
hour, he reported that his parents no longer felt afraid 
of him, and they no longer had anyone stay with them 
the week-ends he was home. The fact that he was able 
to control the hostility he still felt, and that he had been. 
able to communicate this to them by his attitude and 
behavior was a source of great satisfaction to him. 

George still felt tremendously threatened by his 
environment and would seldom venture outside. He 
verbalized fantasies of being molested by assassins who 
“might attack me and fracture my liver,” or “bricks 
may fall from the wall and crush my skull.” By the 55th 
hour, it was felt that the limited social facilities of the 
hospital were impeding his progress, and arrangements 
were completed for him to live at home and receive 
weekly therapy at a nearby psychiatric clinic. Before 
leaving the hospital, further psychological testing was 
completed. The Rorschach report reads as follows: 
“A feminine sexual identification is present with a 
suggestion that the patient is struggling to establish 
more masculine features. However, he realizes that 
masculine sexuality entails certain problems of initiative 
and responsibility which he has passively avoided and 
which he is anxious about considering. His previously 
noted orally dependent attitude is apparently at or 
near the conscious level, and he is seeking to reject it. 
Some hostility is evident in the patient, and it is 


_ interesting to see how he deals with it. Projection is the 


primary defense at present although the aforementioned 
compulsivity is still evident. However, a counter 
phobic reaction is suspected in which the patient is 
beginning to accept some hostility in himself as a 
reaction against that previously as emanating from the 
environment. He also tends to rationalize. A comparison 
between the Rorschach administered in 1951 and the 
present record reveals that the patient is now working 
out of his shell while utilizing his fantasy as a means of 
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dealing with his problems. While no insight in the 
usual sense is suggested, he apparently is approaching 
some understanding, particularly on the dynamic 
level.” 

A letter from " George’s father in October, 1955, 


reveals that initial gains have been consolidated and 


that he is slowly moving towards a stable adjustment. 
He has not been able to return to studying and has 
not been gainfully employed, but gives indications 
that a non-stressful occupation may not be 4 odors 
him in the foreseeable future. 


DISCUSSION 


Two cases of moderately chronic schizo- 
phrenic illness have been presented. In each 
case a good degree of social recovery has 
occurred. Projective testing has confirmed this 
improvement. To what can this change be 
attributed? To the writer’s way of thinking, no 
single factor is responsible. In the case of 
Charles, I am inclined to place most weight on 
the factor of attention and kindly care; here is a 
lowly endowed person who had retreated 
from a threatening world. Somebody to 
whom he could relate took an interest in him, 
and under the cover of the identification, 
Charles was able to reestablish himself. I 
place a minimal significance on the technical 
aspects of therapy in this case. Serpasil was 
undoubtedly useful in controlling anxiety, 
particularly between the 18th and 25th hours 
of therapy. 

In the case of George, I am inclined to place 
more weight on the technical aspects of the 
psychotherapy, particularly in the sphere of 
role playing; the core of George’s problem 
seemed to be that his feelings for his mother 
were completely unacceptable to him. The 
demonstration by means of example and 
interpretation that such thoughts were 


possessed by other people also, and his 
emotional acknowledgment of it seemed to be a 


turning point for him. I feel that, subsequently, 


he progressed more by a natural process of 
maturation than anything else. Again Serpasil 
appeared to enable progress to be made in 
verbalizing unpleasant material without the 
production of crippling anxiety. 

Finally, it must be remembered that 
remission is to be expected in schizophrenia, 
and the particular factor(s) responsible in 
individual cases remains unknown. 


SUMMARY 


1) Two cases of schizophrenia have been 


presented. 

2) Treatment by brief intensive psycho- 
therapy with adjunctive use of Serpasil has 
been described. 

3) The result in each case is favorable. 

4) Possible factors pemacing the remissions 
have been discussed. 


The work herein described was carried out at the 
State Hospital at Butner, North Carolina. Permission 
for publication has been given by the General Super- 
intendent, North Carolina Mental Hospitals. The 
opinions expressed are those of-the author alone and 
do not necessarily reflect those of the North Carolina 
Board of Controls. Thanks are due to Mr. G. Wenzel, 
M.A., and Miss N. Hanel, B.A., of the psychological! 
department for the Rorschach reports. 
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THE USE OF METRAZOL AS A MOOD CONDITIONING DRUG: 
A DISCUSSION AS TO ITS MODE OF ACTION 


A Preliminary Report 
IRVING KASS, M.D.,’ anp EARL C. BROWN, Pu.D? 


INTRODUCTION 


Recently mood conditioning drugs have at- 
tained a widespread usage in man’s cold war 
against his cultural environment. Although this 
tendency toward “psychotherapy in the pill 
form” has been opposed by certain segments of 
the medical profession, the trend appears to be 
continuing practically unabated. The lack of 
properly trained personnel, the vastness of the 
problem, as well as the fact that present analytic 
techniques have but a limited application and/ 
or appeal have stimulated thoughtful research, 
not only as to the etiology of mental illness but 
as to its cure as well. 

The history of psychiatric interest in such hal- 
lucinogenic drugs (known also as phantastica, 
psychotica, or hallucinogens) has been reviewed 
by Mayer-Gross (27). Lysergic acid diethyl- 
amide known as LSD-25 was first prepared 
around 1937 and has currently been receiving 
considerable attention as an hallucinogen (30, 
33). Rinkel, Hude and Solomon (32), integrating 
a diverse group of arguments, feel that lysergic 
acid interferes with adrenalin synthesis. They 
cite the work of Witt (44) who observed that 
lysergic acid-treated spiders spin finer strands 
into more regular webs. Since the spider’s web is 
composed largely of adrenalin, the finer strands 
indicate a block in adrenalin synthesis. Fischer 
(8) has observed certain chemical similarities, 
although remote, between the hallucinogens and 
the sympathetic amines; and it is apparent that 
lysergic acid, as do most other hallucinogens, 
exerts an effect on autonomic activity. _ 

Concomitant with the above studies, impor- 
tant strides have been made in the chemother- 
apy of anxiety and psychotic states. Tranquil- 
izing agents have appeared which, unlike the 
barbiturates and other soporific drugs, are not 
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depressant to the cortical centers but apparently 
act on the lower centers in the region of the hy- 
pothalamus. Two of the most widely used are 
Rauwolfia serpentina and chlorpromazine. The 
former drug was first described by Bhatai in 
1942 (3). The earliest publications on chlorpro- 
mazine, in the American literature, are those of 
Lehmann (22) and Winkelman (42). The re- 
ports of these authors generally suggested a use- 
fulness of the drug in states of motor excitement, 
and it appeared to have qualified usage in neu- 
rotic and psychotic illnesses. Other studies to 
find a useful drug have centered around Mil- 
town, a propanedial derivative developed by 
Berger (2) and clinically studied by Selling (37). 

Aside from tranquilizing agents per se, mood 
changes have been observed following analeptic 
therapy. Laufer and Denhoff (20) felt that am- 
phetamine had a beneficial effect on the behav- 
ior of children affected by the hyperkinetic 
syndrome: a syndrome related to a diencephalic 
dysfunction in which the individual becomes un- 
usually sensitive to stimuli flooding in from both 
peripheral receptors and viscera. Marazzi (26) 
feels that this improvement can be attributed 
to the neurophysiologic evidence which sug- 
gests that sympathetic and sympathomimetic 
amines inhibit synaptic transmission. Similarly 
pentylenetetrazol (Metrazol), a synthetic ana- 
leptic, as described by Andosca (1), Lieberman 
(25), Chesrow ef al. (5), Fong (10), Smigel and 
his associates (38), and Seidel, Silver and Nagel 
(36), has been found to achieve beneficial be- 
havior changes in patients having a chronic 
brain syndrome. Little is known whether or not 
pentylenetetrazol causes a reduction of percep- 
tual cues or a modification of the emotional or 
painful implication at a cortical integrative 
level. The purpose of this paper is to determine 
objectively what/ psychosocial changes follow 
the adequate use of Metrazol. It is hoped that 
this information will be helpful in future patient 
selection as well as aid in defining the mode of 
the compound’s action. 


PROCEDURE AND RESULTS 


I. Clinical 


In 1949 Hirschmann (14) gave subconvulsive 
doses of Metrazol particularly in endogenous 
depressions, using intravenous dosages of 1.50 
to 4.00 cc. He was impressed by the results 
achieved with this technique, particularly in 
elderly persons just beginning to manifest signs 
of mental deterioration. In our study one cc. of 
Metrazol solution (gr. 144) was given intrave- 
nously, with the patient lying quietly in bed. 


‘During the initial phase,/until the subconvul- 


sive dose was established, the injections were 
given daily. The second dose was increased to 
1.50 cc., and if no reaction occurred, it was in- 
creased 0.2 cc. each time until the given dose 
produced a definite but recognizable reaction. 
This reaction consisted of a slight tremor of the 


-body, twitching about the mouth, marked fa- 


cial flushing or a definite blacking out by the 
patient for a period of five to ten seconds. The 
maintenance dose was 0.2 cc. less than the sub- 
convulsive dose, and the patients received 16 
such injections given at intervals of two to three 
days. The average maintenance dose was 2.0 cc. 
varying between 1.4 and 2.8 cc. Clinical im- 
provement was generally noted about 10 to 14 
days after the onset of maintenance therapy. 
The placebo injection was. given intravenously, 
as directed above, and contained 2 cc. of normal 

No psychotic patients were used in this study. 
Prior to the investigation, a complete history 
was taken and a physical examination carried 
out. This included the following laboratory 
studies: complete blood count, non-protein ni- 
trogen, blood sugar, total protein and A/G ratio, 
electroencephalogram, electrocardiograph, skull 
films, x-rays of the entire spine, eye ground 
evaluation by the opthalmologist and, if possi- 


ble, a lumbar puncture. The diagnosis of chronic . 


brain syndrome was established following a 
careful psychiatric interview. The average age 
of the patients was 66, and the ages varied be- 
tween 55 and 81. Although almost all of the 
electrocardiographs showed changes consistent 
with arteriosclerotic heart disease, this did not 
prove to be a contraindication to therapy. All of 
the patients had been in this hospital for a pe- 
riod of at least two months, and it was felt that 
any improvement shown could not be attributed 
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to “hospital influence’. Electroencephalograms 
were taken serially on all patients during the 
study; these were interpreted by the neurology 
department without any information as to which 
patients were receiving Metrazol or placebos. 
Likewise, independent observations on the part 
of the ward nurses and the clinical psychologist 
(E. C. B.) were made under the same controlled 
conditions as outlined above. It is interesting to 
note that one patient showed, while receiving 
placebos, a remarkable improvement in his 
electroencephalograms. 

The study was divided into two phases. Dur- 
ing the first phase, the following patients were 
given intravenous injections of Metrazol: (1) 
R. L., (2) W. H., (3) W. A., and (4) J. M. The 
patients receiving placebos were (5) J. W., (6) 


R. G., and (7) H. M. During the second phase, - 


unknown to all except one of us (I.'K.), the 
individuals who previously received the place- 
bos were given the Metrazol injections. The con- 
verse was not done because those who had been 
treated with Metrazol during the initial phase 
achieved such a degree of clinical improvement 
that it was felt unfair to prolong their hospitali- 
zation. Of the group studied, all except (5) J. W. 
have left the hospital; (7) H. M. died about six 
months after discharge. 

Our clinical evaluation of the subjects’ re- 
sponse was divided into three categories: good 
to excellent, moderate and equivocal, or no re- 
sponse. Patients (1) R. L., (3) W. A., and (6) R 
G. were placed in the first category; cases (2) W. 
H. and (4) J. M. into the second. The improve- 
ment observed in (5) J. W. and (7) H. M. was 
equivocal. Thus, satisfactory changes were 
noted in approximately 70 per cent of the pa- 
tients. 

The following case reports are representative 
of the clinical improvement shown in each of 
the above-mentioned categories. 


Case 3: W. A. This 62-year-old, white male, World 
War I veteran was hospitalized because-he made an 
unsatisfactory adjustment in the domiciliary section of 


this facility. He had numerous vaguely described symp- — 


toms. Preliminary laboratory studies were within nor- 


mal limits. The ophthalmologist felt that the eye 


ground changes fell into the Keith-Wagner grade II 
classification. His subconvulsive dose of Metrazol was 
found to be 2.0 cc., and he was given 16 intravenous in- 
jections of the medication. No change in blood pressure 
was recorded. It was felt that the patient showed a good 
to excellent clinical response. At the time of admission 
he was so forgetful that he could not remember the !oca- 


Jt 


tion of his bed. After therapy his memory improved, 
and he showed an awakened interest in his surround- 
ings. Following discharge he wrote a cordial note thank- 
ing us for our assistance. He was maintained on oral 
Metrazol, grains 1}4, four times daily. 


Case 4: J. M. was a patient who showed a moderate 
clinical improvement. This 70-year-old, incontinent, 
white World War I veteran was admitted to the hos- 


pital because he had become too disturbed to remain in. 


the domiciliary section. In addition to the chronic 
brain syndrome he was found to have Paget’s disease. 
The ophthalmologist recorded grade II eye ground 
changes. The electrocardiograph showed auricular fibril- 
lation, left heart enlargement and an old anterior wall 
myocardial infarction. The electroencephalogram, al- 
though initially negative, showed some changes follow- 
ing therapy. It was interpreted as being moderately 
abnormal with scattered paroxysmal and slow dys- 
thythmias. The serum calcium was 4.9 mEq/L; phos- 
phorus, 4.1 mg. per cent; alkaline phosphatase, 16.3 
Bodansky units. Roentgenograms of the pelvis and 
spine showed changes consistent with Paget’s disease. 

Prior to therapy the patient became so boisterous 
and hyperactive that it was felt that he should be trans- 
ferred to the psychiatric ward. His subconvulsive dose 
was found to be 2.8 cc. of Metrazol; he was given 15 
injections. Although he remained somewhat confused, 
he was no longer incontinent and became mest amen- 
able to the ward routine. He was satisfactorily dis- 
charged to the domiciliary division on a maintenance 
dose of 3 grains of Metrazol, four times a day. 


Case 7: H. M. is an example of an equivocal result. 
This 68-year-old, semiretired college professor, a veteran 
of World War I, was admitted to the hospital because 
he had become too difficult to manage at home. He had 
been on Serpasil for five months prior to admission. At 
the time of admission he was depressed, mildly dis- 
criented and somewhat incoherent. When placed on the 
ward he adjusted poorly and resented the fact that some 
of the aides were Negroes. The Serpasil was discon- 
tinued, and no mood conditioning drugs were used. He 
gradually improved, and it was felt that his progress 
justified the use of a comprehensive rehabilitation pro- 
gram. About six weeks after admission the patient was 
placed on a month’s course of intravenous Metrazol 
therapy. The comparative psychometric studies showed 
a measurable improvement. However, clinically he 
appeared to be more agitated; he was less amenable to 
the ward routine and requested that he be discharged. 
He died at home about six months later. This paradox 
between the improved psychometric studies and a de- 
teriorating clinical status was indeed perplexing, and 
more will be said about it in the discussion. 


II. Psychometric studies 


An effort was made to see if the clinical 
changes effected by Metrazol could be measured 
by repeated administrations of psychomet- 
ric tests. At no time did the clinical psychol- 
ogist (E. C. B.) have any knowledge as to the 
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TABLE 1.—RANK OrpDER* 


Part A 
Tests 
Wechs- 
Subjects ler pro- P Ror- 
Seale Il 
4 2 3 1 
3 7 7 7 
5 5 2 2 
Be 6 1 4 5 
* Selected variables. 
Part B 
Subjects Final Rank 
66.0 1 
71.5 2 
73.0 3 


patient’s clinical history, nor did he know 
which ones were receiving Metrazol as opposed 
to placebos. The following battery of psycho- 
logic tests were used: the Comprehension, Simi- 
larities and Picture Arrangement subtests of the 
Wechsler-Bellevue Intelligence Scale; the entire 
Wechsler Memory Scale; Year X through Adult 
I of the Porteus Mazes; Cards II, IV and VII of 
the Rorschach Psychodiagnostic Test; and Ex- 
aminer’s Rating based upon behavioral obser- 
vations during the testing session. In all, data 
were obtained from 22 variables. After the scor- 
ing, which is to be described in the following 
paragraphs, a prediction was made as to which 
patients received the Metrazol therapy. The 
percentage of accuracy for the testing technique 
was then determined. 

Each of the 22 variables was scored. This was 
done quantitatively for the Wechsler-Bellevue, 
for the Wechsler Memory Scale and the Porteus 
Mazes. Scores were arrived at qualitatively, 
through the use of clinical judgment, for the 
Rorschach and Examiner’s Rating. Each per- 
formance was then compared with an earlier 
one, and the numerical difference recorded. The 
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subjects were then ranked in the order of their 
adequacy of performance. Thus, a patient show- 
ing the greatest increase in terms of I.Q. points, 
for example, was assigned a rank of one. The 
subject showing the least increase or the great- 
est loss, as the case may be, was assigned a rank 
of seven, and so forth for all the intermediary 
ranks. In Part A, table 1, one sees a partial list- 
ing of the comparative data derived from the 
various tests. In Part B, these ranks, as well as 
those from the remaining 22 variables, were 
summed and averaged, and a final ranking was 

It was predicted that those patients with the 
highest rankings, four in number, should have 
been the ones who received the Metrazol ther- 
apy. The psychometric predictions were then 
compared with the clinical data. The degree of 
correlation between the psychologic rankings 
and the medical data was computed using a new 
rank correlation method (tau beta) devised by 


- Kendall (18). This yielded a Critical Ratio of 


.707, indicating that these predictions exceeded 
chance and could be accurate about 67 per cent 
of the time. The same analysis was then ex- 
tended, and the rank of the patient on each of 
the variables was compared with the known 
clinical data by the above-described method. 
These comparisons yielded Critical Ratios vary- 
ing from +2.000 to —1.426. Although this re- 
flects a broad range of predictive value, using a 
cutting point of +1 sigma or approximately the 
.20 level of confidence, the following emerged as 
significant: the Picture Arrangement subtest of 
the Wechsler-Bellevue and the Orientation, Vis- 
ual Reproduction, Digits Forward, and Associ- 
ate Learning subtests of the Wechsler Memory 
Scale. 

Since the level of confidence is not so high as 
desired, one cannot at this time conclude that 
Metrazol causes dramatic psychological changes. 
However, with a broader spectrum of tests de- 
signed to evaluate behavioral and social changes 
or with a greater number of subjects the de- 
sired statistical levels of confidence might be 

Our test battery was then evaluated by Ken- 
dall’s coefficient of concordance (18). This was 
found to be .229. The significance of this coeffi- 
cient (X?) was tested and found to be 30.27. This 
is a figure which falls much beyond the .01 level 
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of confidence, indicating a hemogeneity of the 
test battery in terms of intellectual powers. 

Since all aspects of personality are interre- 
lated, it can be inferred that some of these intel- 
lectual traits do modify social behavior. Thus 
it appears that Metrazol does provide certain 
kinds of psychologic help; namely, in orienta- 
tion, in ability to size up and comprehend a 
practical, social situation, and in associate learn- 
ing of new and unfamiliar material. It seems to 
have a detrimental effect on visuomotor fuic- 
tioning and also on the mental control neecled 
for prolonged attention and concentration. 


DISCUSSION 


The role of Metrazol as a mood conditioning 
drug has been studied by many observers, Ches- 


row (5), Seidel (36), Smigel (38), Fong (10), . 


Lieberman:(25) and Andosca (1). The above, in 
varying percentages, noted an improvement in 
impaired behaviorism. Although unable to no- 
tice any significant difference between the ex- 
perimental and the control groups while using 
the Elgin State Hospital Behavior Rating Scale, 
Swenson and Grimes (39) felt that the therapy 
patients were more cooperative and less anti- 
social in their behavior. Levy (24), utilizing the 
verbal scale of Wechsler-Bellevue and clinical 
observations as defined on the Revised Mala- 
mud Sands Worchester Rating Scale, felt that 
positive results were manifested on all of the 
evaluation instruments. It was Levy’s impres- 
sion that intellect and memory changes are usu- 
ally the first aspects to suffer, and losses in these 
areas are often found to be irreversible. The 
personality and behaviorial changes which occur 
later in the progress of the disease tend to be 
subject to arrest or reversal. Finally Mead et al. 
(29), in a comprehensive placebo controlled 
study on 24 unselected old persons, found in a 
statistical summarization of their data that all 
the chi squares (X*) were non-significant. They 
concluded that there was no significant im- 
provement of the drug group for any of the meas- 
‘ures tested. Although our results, as already 
presented, will require further confirmation, the 
use of substimulating doses of intravenous Met- 
razol a to effect a clinical improvement 
in 70 per cent of the cases, and a measurable 
psychometric improvement was observed in ori- 
entation, in ability to size up and comprehend a 
practical, social situation and in associate learn- 


aw 
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ing of new and unfamiliar material. It was to be 
noted that all of these contributed to what is 
known as social intelligence or adaptability. 
The therapy also seemed to have a detrimental 
effect on visual reproduction, which requires a 
high level of organization and coordination of 
the visuomotor apparatus, and similarly on at- 
tention and the mental control needed for con- 
centration. 

In these studies intravenous Metrazol was 
used instead of the oral preparation. Andosca’s 
(1) report indicated that the group receiving the 
larger dose of Metrazol (3 grains, four times 
daily) showed the greater percentage of im- 
provement. It was thus felt that the intravenous 
approach would be more accurate because one 
would be giving the drug until a clinical reac- 
tion was aehieved. On a chronic basis, however, 
the maximum benefit from Metrazol probably 
favors the oral preparation. The effect via this 
toute is more sustained and usually lasts for a 
period of six to eight hours. Esplin (7) found 
that Metrazol is very evenly distributed through 
the tissue except for a transient increased con- 
centration in the liver. Although the drug is ex- 
creted rather rapidly by the kidneys, generally 
the excretion is not complete until 48 hours. 

The medication sometimes exerts a noticeable 
clinical change in as short a time as five to seven 
days. Usually, however, significant changes are 
not noticed until 30 to 60 days. If the oral medi- 
cation is stopped after maximum benefits have 
developed, regression will take place in about 
four weeks. This apparently can be indefinitely 
prevented by giving a maintenance dose equal to 
about one-half the therapeutic dose. 

Although Metrazol has been used as a general 
analeptic for years, the site and mode for its 
effect on mental function have, as yet, been un- 
explained. Its actions are highly complex and 
apparently occur at all levels of the cerebro- 
spinal axis. Despite its primary action on the 
respiratory, vasomotor and vagal centers of the 
medulla, it is evident from its ability to coun- 
teract the depression produced by hypnotic 
drugs that Metrazol acts on the higher centers 
of the central nervous system as well. Forbes 
and Nason (11) felt that it dilated cerebral ves- 
sels and that its peripheral action on the heart 
and blood vessels was negligible. Its use in epi- 
leptics where the epileptogenic focus can be 
made to discharge under the influence of the 


drug suggests an altered synaptic transmission 
(6). If one applies acetylcholine to an epilepto- 
genic focus, the topical application of Metrazol 
causes the sensitized area to discharge before 
the other areas of the brain are affected (13). 
Torda (40) postulated that Metrazol exerted its 
analeptic effect both by an increase of the acetyl- 
choline content of the brain and some still uni- 
dentified process. Umrath (41) felt that. cho- 
linesterase inhibition rather than increased 
acetylcholine production was the important 
factor. 

Although the inhibitory action was of brief 
duration, histamine exerted an anticonvulsive 
effect when used before Metrazol therapy. It, 
however, had no effect on electrically-induced 


seizures. From this, one might conclude that 


Metrazol differs from electroshock in that its 
effects can be related to an alteration in mem- 
brane permeability or a change in cellular 
metabolism (16). Fischer (9) corroborated this 
possibility when he infused the medulla and 
cerebellum with a Tyrode’s solution containing 
fluorescein. The concentration of the dye in the 
outflow depended upon the vessel permeability. 
Following the administration of Metrazol there - 
was a definite increase of the dye in the outflow. 

The precise measure of cerebral circulation 
and metabolism; as made possible by the devel- 
opment of the nitrous oxide technique, has 
afforded us with a method of evaluating the ac- 
tion of Metrazol and other drugs on the brain 


(12, 19, 35). Scheinberg (34), in his studies of 


nicotinic acid, was not convinced that there was 
an increased flow of arterial blood in the brain 
tissue. He asserted that the flushing of the face 
and neck was no evidence that a similar flushing 
took place internally. Kety and Schmidt (19) 
felt that the mental disturbances in the senile 
could be related to something more than a reduc- 
tion in cerebral oxygen utilization on the basis 
of a decreased cerebral blood flow. He postu- 
lated the possibility of complex yet subtle bio- 
chemical changes being responsible for the 
aberrations in the higher psychic functions. 
When Hoffer e al. (15) reported on their 
studies with an hallucinogen called adreno- 
chrome, a compound related to both mescaline 
and adrenalin, they cited some studies which 
suggested that the biochemical changes sec- 
ondary to the use of Metrazol may result in an 
increased adrenochrome or adrenoxane produc- 
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tion. Chance (4), in his studies in brain metab- 
olite concentration, noted that Metrazol pro- 
duced a marked glycogen increase in the cortex, 
a somewhat lesser increase in the medulla, and 
almost as marked in increase in the midbrain. 
Woodford (15) noted that when adrenochrome 
entered the cerebral cells, it also markedly inhib- 
ited the intermediary metabolism of the carbo- 
hydrates. The epileptogenic activity of Metrazol 
has already been discussed (6). Adrenochrome, 
in the opinion of Hoffer (15), has displayed a 
similar and probably more effective epilepto- 
genic activity than Metrazol in patients with a 
normal electroencephalogram and a clinical his- 
tory of epilepsy. More work will have to be done 
before the significance of the degradation prod- 
ucts of epinephrin, as well as their relationship— 
if any—to Metrazol, will be completely under- 
stood. 

It has become increasingly apparent that, as 
the usage of mood conditioning drugs becomes 
more widespread, there appears to be a definite 


limitation to their psychotherapeutic potential- . 


ities. Before initiating mood conditioning ther- 
apy, the clinician may be confronted with this 
dilemma: Does the individual need to be made 
more—or should he be made less—aware of his 
environment? One must postulate that certain 
individuals, particularly those who operate with 
only a modicum of personality control, need a 
full and accurate account of the events which 
blend them with their environment. There are, 
however, those patients in whom the perceptual 
cues should be blunted, and one should strive to 
maintain or increase the detachment between 
them and their environment. Failure to recog- 
nize this may sometimes cause the patient seri- 
ous harm. We (17) recently described a patient 
suffering from cerebral arteriosclerosis in whom 
the perceptual distortions attendant to the use 
of Serpasil were such that he became psychotic. 
Withdrawal of the medication resulted in a 
marked improvement in his mental efficiency. 
It is possible that, in this study, patient (7) H. 
M. was harmed by the use of analeptic therapy. 
The heightening or sharpening of alertness, the 
greater and quicker responsiveness as well as a 
general increase in the activity level following 
the use of Metrazol may have made this indi- 
_ vidual more aware of his altered physical, psy- 
chologic and social status. Since he was a college 
professor and a man of great attainment, he 


may preferred the protectiveness of let))- 
argy as opposed to the agony secondary to a 
clearer comparison of current with past capabil- 
ities. In retrospect, our program of rehabilit.:- 
tion for this patient probably should have 
stressed adaptability to a custodial existence, 
and little if any attempt should have been ma. 'e 
in the direction of intellectual improveme:::. 
Nevertheless, as a therapeutic “weapon”’ in t/:e 
“war” against decline and unnecessary ins'i- 
tutionalization, our studies as well as those »f 
others indicate that Metrazol may have an ac |- 
vating effect particularly in those cases whire 
the brain damage is not marked. Through « 
heightening of sensory awareness, it may |e 
possible to increase the individual’s ability io 
differentiate between self and surround. Wit! a 
better defined self-concept, the patient could 
achieve some independence from his perceptual 
field, engage in some analytic thought, thus es- 
tablishing within himself a basis for renewed 
coping with reality. 

At the present our studies, as well as others 
including Levine (23), Postman (31), McGin- 
nies (28), Lazarus (21) and Witkin (43), have 
indicated that the individual’s adjustment is 
governed not only by his capacity for perception 
but by his established coping techniques. The 
mood conditioning drugs clearly indicate that 
both can be altered. Still to be answered is the 
basic question, How? 


SUMMARY 


The role of Metrazol as a mood conditioning 
drug has been carefully evaluated. It is our 
clinical impression that in arteriosclerotic pa- 
tients Metrazol does tend to modify social be- 
havior. Psychometrically, measurable improve- 
ment is noted in orientation, in ability to size 


and comprehend a practical social situation and 


in associate learning of new and unfamiliar 
material. However, the same testing shows Met- 
razol to have a detrimental effect on visual 
reproduction requiring a high level of integration 
of visuomotor functioning, and also on the men- 
tal control needed for prolonged attention and 
concentration. 

Although the clinical impression of improve- 
ment was not as clearly borne out by the psycho- 
metric studies, it was felt that a broader spec- 
trum of tests and/or a greater number of 
subjects might resolve this ambiguity. 
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The site and mode of Metrazol’s action are 
discussed. This included a reference to the pos- 
sible relationship between it and the degrada- 
tion products of epinephrin. 

The psychosocial changes which follow the 
use of mood conditioning drugs indicate that 
care should be exercised in their selection. 
Some of the factors, which may govern the use 
of tranquilizing as opposed to analeptic ther- 
apy, have been presented. ! 


BIBLIOGRAPHY 


1. Andosca, J. B.: Effects of pentylenetetrazol on 
senile patients. A clinical study. New England J. 
Med., 250: 461-463, 1954. 

2. Berger, 'F. M.: The pharmacological rties of 
2-methyl-2-n-propyl- 1,3-propanediol _dicarba- 
mate (Miltown), a new interneuronal blocking 

Aad Pharm. & Exper. Therap., 112: 413- 
, 1954. 

3. Bhatai, B. B.: On use of Rauwolfia serpentina in 
high blood pressure. J. Indian M. A., 11: 262- 
265, 1942. 

4. Chance, M. R. A.: Central nervous function and 
changes in brain metabolite concentration; 
characteristic glycogen increment patterns 
ns by convulsant drugs. Brit. J. Pharm., 
6: 1-7, 19 

5. Chesrow, E. J., Giacobe, A. J., and Wosika, P. H.: 
Metrazol in arteriosclerosis associated with 
senility. Geriatrics, 6: 319-323, 1951. 

6. Cure, C., Rasmussen, T., and asper, H. H.: 
Activation of seizures and t halo- 
graphic disturbances in epileptic and in control 
subjects with “Met ” Arch. Neurol. & 

7. es W., Woodbury, D. M., and Goodman 

S.: Distribution, fate and excretion of pentyl- 
enetetrazol. Fed. Proc., 13: 352, 1954. 

8. Fischer, M. H.: Knolls Mitt. f. Aerzte Jubil. 
Ausg., 1936. 

9. Fischer, R.: Factors involved in drug-produced 
model psychoses. J. Ment. Sc., 100: “623, 1954. 

10. Fong, T. C. C.: Oral Metrazol therapy in psychoses 
with cerebral arteriosclerosis. J. Am. Geriatrics 
Soc., 1: 662-664, 1953. 

il. Forbes, H. S., and "Nason, G. I.: Effect of Metrazol 
on cerebral vessels. Proc. Soc. Exper. Biol. & 
Med., 43: 762-765, 1940. 

12. Freyhan, >» Woodward, R. B., and Kety, 
S. S.: Cerebral blood flow and metabolism in 
psychoses of senility. J. Nerv. & Ment. Dis., 113: 
449-456, 1951. 

13. Goodman, L. S., and Gilman, A.: The Pharma- 
cological Basis ‘of Therapeutics. New York: The 


Macmillan Company, 1955, pp. 328. 

14. Hirschmann, sabeonval reatment of endogenous depres- 
sions by oy doses of Metrazol. Pre- 
liminary report. Deut. med. Wcehnschr., 74: 513- 
515, ino 

15. Hoffer, A., Osmond, H., and Smythies, J.: Schizo- 

phrenia: A new approach. Il. devel 


research J. Ment. Sc., 

16. Kajtor, 
ocaaive action of histamine and other vaso- 
dilators i in Cardiazol and electric shock ade 
in man. Arch. f. Psychiat., u. Nervenkrankh., 1 
46-58, 1951. 


100: 29-45, 1954. 


Experimental studies on the anti-. 


18. 
19. 


21. 


22. 


24. 


27. 


31. 


32. 


33. Savage, 


. Levine, R., 


. Lieberman, 


. 


. Pennes, H. H.: 


Kass, I., and Brown, E. C.: Treatment of hy- 
pertensive patients with Rauwolfia compounds 
and Reserpine: Depressive and psychotic hen 
J.A.M.A., 159: 1513-1516, 1955. 

Kendall, M. G.: Rank Correlation Methods. London: 
Griffin, 1948. 

Kety, S. S., and Schmidt, C. F.: The nitrous oxide 
method for quantitative determination of 
cerebral blood flow in man: theory, procedure 
and normal values. J. Clin. Invest., M7: 476- 
483, 1948. 

Laufer, M. W., and Denhoff, E.: Possible rela- 
tionship of a type of children’s behavior disorder 
and iothuseies of the diencephalon. Paper read 
at International Institute on Child Psychiatry, 
Toronto, 1954. 

Lazarus, R. S., and McCleary, R. A.: Autonomic 
discrimination without awareness: A study of 
subception. Psychol. Rev., 58: 113-122, 1951. 

Lehmann, H.,E., and Henrahan, G. E.: Chlor- 
promazine: New inhibiting agent for psycho- 
motor excitement and manic states. Arch. 
Neurol. & Psychiat., 71: 227-237, 1954. 

Chein, I., and M hy, G.: The rela- 
tion of the intensity of a a to the amount of 
perceptual distortion: A pre ary report. 
J. Psychol., 13: 283-293, 1942. . 

Levy, S.: Pharmacological treatment of aged 
patients in a state mental hospital. J. A. M. A., 
153: 1260-1265, 1953. 

. L.: Subconclusive intravenous 

Metrazol therapy in mental patients. A pre- 

liminary a Geriatrics, 9: 125-127, 1954. 

Hart, R. E., Pennes, H. H., 

M.: Pharmacology of the nervous 
in Neurol. & Psychiat., 9: 
75-106, 1954. 

Mayer-Gross, W.: Experimental psychoses and 
other mental abnormalities sendaand by drugs. 
Brit. M. J., 2: 317-321, 1951. 


. McGinnies, E.: Emotionality and perceptual de- 


fense. Psychol. Rev., 56: 244-251, 1949. 


. Mead, S., Mueller, E. E., Mason, E. P., Kheim, 


, and Kountz, W. B.: "A study of the effects of 
oral administration of Metrazol in old indi- 
viduals. J. Gerontol., 8: 472-476, 1953. 

Clinical reactions of schizophrenics 
to sodium amytal, nd Bi rvitin hydrochloride, 
mescaline sulfate and lysergic acid diethy]- 
amide (LSD-25). J. Nerv. & Ment. Dis., 119: 
95-111, 1954. 

Postman, L., Bruner, J. S., and McGinnies, E.: 
Personal values as selective factors in perception. 
& Social Psychol., 43: 142-154, 1948. 

de, R. W., and Solomon, H. 

| psychiatry. III. A chemical con- 

. Dis. Nerv. System, 15: 259, 


Lysergic acid diethylamide (LSD-25); 
A clinical-psychological Am. J. Psychiat., 
108: 896-900, 1952. 


34. Scheinberg, P.: Effect of nicotinic acid on cerebral - 


35. Schmidt, C. F.: 


circulation with observations on extracerebral 
contamination of cerebral venous blood in 
nitrous oxide procedure for cerebral blood flow. 
Circulation, 1: 1148-1154, 1950. 

The Cerebral Circulation in Health 
—_— . Springfield: Charles C. Thomas, 


36. Seidel, H., Silver, A. A., and Nagel, H.: Effects of 
Metrazol and nicotinamide on psychic and 
mental disorders in the geriatric patient: A 


20. 
|| 
23 
25 
26 
|| 
28 
29 
30 
4 
r 
= 
d 
jar 
et- 
al 
jon 
en- 
ind 
yve- 
‘ho- 


64 Irving Kass and Earl C. Brown 


report. J. Am. Geriatrics Soc., 1: chemical stimulator of the sensory nerves, j 
“- 282, 1953. : dependence on the pH and its inhibition by 
Selling, L. S.: Clinical study of a new mye | central nervous stimulants. Arch. exper. Pai, 
1598, 1955 Use of Miltown. J. A. M. A., 157: 1594- 1953. 
: man, N. W., Jr.: orpromazine in the 
38. Smigel, J. 0. J. treatment of ‘neuropsychiatric disorders. J. 
39. Swenson, W. M., and Grimes, 'B. P.: Oral use of 
Metrazl in senile patients. Grits, &: 99-101, Wapner, Per sonality through Perception: A 
40. Torda, C.: Effects of on experimental and clinical study. New Yor 
electroencephalographic induced by Harper, 1996. ; 
convulsants. Fed. Proc., 12: 373, 1953. 44. Witt, P. N.: D-lysergic acid diethylamide in the 
41. Umrath, K.: The fermentative destruction of the spider test. Experientia, 7: 310, 1951. 


4 
~ 
> 
| 


AN ATTEMPT TO DEMONSTRATE A CATATONIGENIC AGENT 
IN CEREBROSPINAL FLUID OF CATATONIC 
SCHIZOPHRENIC PATIENTS 


ARTHUR K. SHAPIRO, M.D. 


Previous investigators have sought to 
isolate a biological and biochemical agent in 
psychotic patients by subjecting plants, fungi 
and small mammals to various procedures 
involving urine, blood and cerebrospinal fluid 
of schizophrenic patients. The most interesting 
findings were obtained with cerebrospinal fluid. 

In 1932 Gamper, Kral and Stein (8) reported 
that the injection of cerebrospinal fluid from 
schizophrenic patients into the anterior 
chamber of the rabbit’s eye caused marked 
inflammatory changes and that this did not 
occur with cerebrospinal fluid of normal 
persons. In 1933 Gamper and Kral reported an 
increased morbidity and mortality in white 
mice after injecting. cerebrospinal fluid of 
schizophrenics into the subarachnoid space. 
Severe degenerative changes were observed in 
the brain and liver at autopsy (9). In 1937 they 
subcutaneously injected cerebrospinal fluid 
into a large number of young mice. The 
greatest mortality occurred with the animals 
injected with cerebrospinal fluid of schizo- 
phrenic patients although the fluid from 
organically injured and _ non-schizophrenic 
psychotic patients also caused some fatalities 
(10). It was found that cerebrospinal fluid from 
_ the catatonic group of schizophrenic patients 
resulted in a higher mortality than that 
produced by fluid of hebephrenics, and that the 
injection of fluid from hebephrenics resulted 
in a greater mortality than that of the paranoid 
patients. The fluid from persons with acute 
derangements was more toxic than that from 
chronic cases, and concentration of the 
cerebrospinal fluid increased the toxicity. 
Dialysis and ether extraction experiments were 
negative. Wahlstrom (19) reported somewhat 
similar results with serum. Reiter (15) could 
not-duplicate the findings of Gamper and Kral. 
In 1938 Sogliani (18) tested the effects of 
cerebrospinal fluid from acute and chronic 
schizophrenic patients on rabbits and mice and 
could not find any differences between these 
States although catatonic symptoms were 


produced in the mice. However, Sogliani used a 
different dosage and the intraperitoneal site of 
injection. In 1939 Claude and associates (4) 
reported an inhibiting action of cerebrospinal 
fluid from schizophrenic patients on the genital 
tract of the frog and on the action of chorionic 
gonadotrophic hormone. Since there was no 
control group, it is difficult to evaluate 
this finding. 

LeGrande and Année published a prelimi- 
nary report on their work in 1938 (12), and a 
more complete report in 1939 (13). These 
authors experimented with different dosages of 
cerebrospinal fluid, injection sites and methods. 
They found that 30 ml. of cerebrospinal fluid 
evaporated in a current of dry air at a tempera- 
ture not exceeding 37°C. and when injected 
subcutaneously into rats weighing 100 gm. 
produced catatonic symptoms. In about 
one-half hour after the injection the rats 
become apathetic, listless, lost their spontane- 
ous activity and at times assumed catatonic 
postures. These effects lasted from several 
hours to more than 48 thours. Some of the 
animals died. Of 13 test fluids from patients 
who were “schizophrenics of the hebephrenic- 
catatonic: type, inert and indifferent”, 10 
yielded positive results and three negative 
results, and of the six control fluids from 
patients who had “great physiological defects 
and who were partly epileptics”, all gave 
negative results. They also reported that the 
catatonigenic substance is inactivated when 
exposed to a temperature of 45° C. for one-half 
hour but not at 40° C., that it is destroyed by 
cold, that the activity slowly disappears at 
room temperature and is greatly attenuated 
after 24 hours, that the property can be 
evaporated to dryness and redissolved in 
distilled water and that filtration, centrifuga- 
tion and dialysis have no effect on the activity. 
Since 1939 no report of similar work has 
appeared. Sediani and Moretti in 1952 (16), 
however, reported on the effect of cerebrospinal 
fluid on the neuromuscular preparation of the 
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frog and observed that cerebrospinal fluid 
from catatonic patients decreased the excitabil- 
ity of the muscle. No statistical data were 
presented, however, and no normal fluid 
was tested. 

Based primarily on the work of LeGrande 
and Année it was felt justifiable to continue 
experimentation in this field, and an experiment 
was therefore designed to test for the presence’ 
of a catatonigenic agent in the cerebrospinal 
fluid of catatonic patients. 


METHOD 


Forty-five milliliters of cerebrospinal fluid 
were drawn by lumbar puncture. Analysis of 
the fluid included: cell count, glucose and 
protein determinations, and colloidal gold and 
Kahn tests. Thirty-five milliliters of the 
cerebrospinal fluid were lyophilized imme- 
diately, and the dry substance was stored in a 
refrigerated vacuum desiccator. The dry 
substance was then redissolved in 3.5 ml. of 
distilled water and injected subcutaneously 
into young rats (3 ml. per 100 gm.). Sterile 
technique was maintained as far as possible. 

- The patients from whom the cerebrospinal 
- fluid was taken were chosen from a large group 
at Manteno State Hospital. Each patient’s 


case history was reviewed, and each patient ~ 


was given a physiological and psychological 
examination designed to elicit catatonic 
phenomena (1, 2, 5). The criterion for including 
patients in the catatonic group was the 
presence of several of the following conditions: 
A. Hypokinetic phenomena 
1. Diminished motor phenomena 
a. Greatly retarded impulse to move- 
ment and action 
b. Maintenance of a drooping posture or 
remaining motionless for long 
periods 
c. Muteness or stupor 
d. Mask-like facies 
Grimacing, grinning, gesturing 
Fixed,.blank or directed vision 
. Sluggishness or absence of corneal, 
feinting, light or accommodation 
reflexes 
h. Sluggish musculature 
2. Catatonic phenomena 
a. Maintenance of imposed positions | 


for long periods of time 


b. Refusal of food, or need to be fed lny 
others 
c. Refusal to dress or undress 
d. Drooling of saliva or incontinence of 
urine or feces 
e. Decrease or absence of reaction to 
. pin prick 
f. Rigidity or flaccidity of body 
3. Physiological negativism 
a. Active negativism 
b. Passive negativism 


B. Hyperkinetic phenomena 


1. Tremor 
2. Irregular hyperkinesis 
a. Unorganized activity, impulsivencss, 
combativeness, incontinence 
b. Stereatopy 
c. Active negativism usually marked 


C. Autonomic phenomena 


. Salivation 
. Respiratory changes 
. Acrocyanosis 


rosis 
5. Menstrual changes 
6. Other abnormalities 

Each patient received a physical and 
neurological examination, and was_ then 
classified according to the degree of hypokinetic 
or hyperkinetic features and whether his 
clinical course could be temporarily reversed 
with convulsant doses of hydrazides (14). All 
the patients were chronic schizophrenics of 6 to 
25 years’ duration, and their ages ranged from 
24 to 51. There were no acute cases. 

The control patients were mental defectives 
with subnormal intelligence quotients. The 
duration of hospitalization and ages of these 
patients were similar to those of the catatonics. 
All but two of these patients also had a 


diagnosis of psychosis. 


The temperature of the experimental room 
was recorded and average 80° C. The tem- 
perature variation between tests was usually 
1-2° C., but on one occasion it varied 9° C. 
The humidity was not recorded. The room was 
quiet, and any extraneous stimulation was 
constant. Only the experimenter entered the 
room to record data. Although the room was 
not light-proof, it was shielded from the direct 


. Hyperhydrosis, hypohidrosis or anhid- 


i 


j- 
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ravs of outside light. A shaded electric bulb 
was lit constantly. | 

Holtzman albino male rats were used in the 
experiment. The average weight of the rats 
was 86 gm. with a range of 80-90 gm., and 
the average age was 34 days. 

Two experimental procedures were used. In 
the preliminary experimentation each group of 
experimental animals was fed 10 gm. of food 
per day for 3 days and tested against animals 
receiving an injection of isotonic and hyper- 
tonic saline. The rats were observed for 
listlessness, loss of spontaneity, postural 
alterations and food and water consumption, 
and they were tested against DeJong’s (5) 
catatonic criteria. 

The results were not clear. In those rats 
injected with cerebrospinal fluid of catatonic 
patients the occurrence of “true” catatonic 
phenomena was minimal, and _ uninjected 
animals occasionally showed the same phe- 

,nomena. The animals injected with cerebro- 
spinal fluid did show a marked decrease 
in activity in comparison with the animals 
injected with isotonic saline, but a hypertonic 
saline solution caused somewhat similar. 
changes. Consequently, it was felt that a 
more objective method’ was necessary for 
evaluating behavioral changes in the animals, 
and the following experimental design was 
substituted. 

The animals were fed 10 gm. of food per 
day at the same hour for 3 days. Water was 
not limited. On the fourth day the animals were 


TABLE 1.—NumsBer or Rats INJECTED WITH 
Isoronic SALINE, ARTIFICIAL CEREBROSPINAL 
FLum AND PATIENTS’ CEREBROSPINAL FLUID 


Type of Fluid Injected mag 
Artificial cerebrospinal fluid........... 7 
Patients’ cerebrospinal fluid 

7 mental defectives............... 7 
11 catatonic schizophrenics.......... 14* 
1 non-catatonic schizophrenic....... 1 

l catatonic schizophrenic with a 
1 
1 epileptic. .... 1 
38f 


_* Three patients from this group had repeat lumbar 
punctures. 
t Rats once injected were not used again. 


placed in a rat-activity wheel for 24 hours 
without food or water. The number of revolu- 
tions was recorded every hour for 10 hours; at 
19 hours and at 24 hours. On the fifth day the 
animals were then removed from the activity 
wheels and fed 20 gm. of food. On the sixth 
day they were given 10 gm. of food. On the 
seventh day the animals were injected and 
again observed in the rat-activity wheel. Six 
animals were tested simultaneously. One rat 
received an injection of an isotonic saline 
solution; one received an injection of an 
artificially reconstituted cerebrospinal fluid 
solution; and four rats received patients’ 
cerebrospinal fluid. Table 1 presents the data 


- on the type of fluid injected into the rats. 


An artificial cerebrospinal fluid was used 
rather than a hypertonic saline solution in 
order to control for the hypertonicity of the 
concentrated cerebrospinal fluid because it 
was felt that this would be more similar 
osmotically. It had been observed in the 
preliminary experiments that the water intake 
was doubled with hypertonic saline in compari- 
son with human cerebrospinal fluid. After the 
experiment was completed, an analysis of the 
artificial solution was prompted by the 
experimental results. A discrepancy between 
the human and artificial cerebrospinal fluid 
solution was found. The artificial solution 
consisted of the following: 


260 mg. per 100 ml. fluid 
Bovine albumin......... 250 

200 

Specific gravity...:..... 1.033 


The NaCl should have been about 7,500 mg. 


-per 100 ml., and the total solute equal to 


about 9 gm. in order to approximate cerebro- 
spinal fluid that was 10 times concentrated. 


RESULTS 


The accumulated pre- and post-injection 
revolutions were computed for each of the 
observed hours. A percentage increase or 
ecrease in activity was recorded for each rat. 
White’s (20) two-tailed rank test for the 
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TABLE 2.—PRoOBABILITY VALUES FOR THE DIFFERENCE IN THE RaTE OF ACTIVITY OF RATS PRIOR TO AN) 
PouLowme INJECTION OF IsoToNIc SALINE, ARTIFICIAL CEREBROSPINAL FLUID AND CEREBROSPINAL 
Fium FroM CATATONIC AND  Mentat DEFECTIVE PATIENTS 


~ Hours 
Fluid 
0-1 0-2 0-3 O04 0-5 0-4 0-7 0-8 09 | 0-10 | 019 | 0-24 
Isotonic saline and artificial CSF.......| .05 | .05| .05| .05| —| —| —| —|; 
Isotonic saline and CSF from mental : 
01; .01 | .01 | .01 | .01 | | .O1 | .O1 — | 


Isotonic saline and CSF from catatonics. 01 01 
; Artificial CSF and CSF from mental 


Artificial CSF and CSF from catatonics.| | — Sani 
CSF from catatonics and mental de- 


-05 | .05 
01 | .01 | .01; .01 | .O1; .05| — 


05 | .01| .01 | .01| .o1 | .o1 | — | 
—| —|'.05/ .05| —| — 


PERCENT CHANGE 


DECREASE 
$3366 8 


- 


ISOTONIC SALINE 
--O ARTIFICIAL CSF 
CATATONIC 

MENTAL DEFECTIVE 


10 
HOURS 


Fic. 1. Accumulated median a oe in rat activity after injection of isotonic saline, artificial 


cerebrospinal fiuid and cerebrospinal fuid 


significance of the difference between groups 
‘was used in computing the probability values 
listed in table 2. 

The subcutaneous injection of hypertonic 
solutions is very painful. For 3 to 5 minutes 
after the injection the rat manifests a variety 
of signs, crying, licking of the wound, extreme 
agitation, convulsive and turning movements, 
autonomic phenomena and paresis. The rat 
then returns to what appears to be normal 
activity. In about 20 minutes marked lethargy 
ensues. The rat maintains a quiet and haunched 
posture, the hair stands up, and its reaction to 
stimuli is diminished. The length of this 
period is quite variable. Isotonic saline has 
none of these effects. 


catatonic and mental defective patients. 


If the second hour is analyzed independently 
of the first hour (and there is some justification 
for this since the decreased activity begins 
about 20 minutes after the injection), there isa 
significant difference between the artificial 


cerebrospinal fluid and the catatonic group at - 


the .05 level, and the mental defective group 
becomessignificant ata probability value of .01. 
Figure 1 presents the median percentage 
change in rat activity for the various groups 
per hour. If the mean values are computed, the 
values tend to be slightly higher but follow 
the median pattern. The median values are 
graphed because there was some variability 
in the individual values. For the first 10 hours 
only one of the animals injected with isotonic 


— Not significant. 
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saline showed a consistent decrease in activity; 
only one of the rats injected with cerebrospinal 
fluid from the catatonics showed an increase in 
activity; all the rats injected with cerebrospinal 
fluid from the mental defectives showed a 


' decrease in activity; the rats injected with 


the artificial cerebrospinal fluid were quite 
variable. 

Fluid from 3 of the catatonic patients was 
drawn a second time, injected into different 
rats which were again tested with the activity 
wheel. On inspection, the resulting curves were 
not similar. Since the fluid from 7 patients was 
used both in the preliminary and definitive 
experiment, a third check on the results was 
possible. No consistent trend was observed. 

Nothing significant was found by comparing 
the hypokinetic with the hyperkinetic cata- 
tonics, or by comparing the reversibles with the 
non-reversibles, the ages of the patients, length 
of illness, physical and psychological state at 
the time of the lumbar puncture or any 
other pertinent factor. 

There was no relationship between the 
change in activity and the analysis of the 
cerebrospinal fluids, the findings of which were 
all within normal limits. (The glucose deter- 
minations were discontinued half-way through 
the investigation.) All the rats recovered from 
the procedure. 

DISCUSSION 

It seems apparent that most of the effect 
which was being measured was related to the 
hypertonicity of the injected solutions. It is 
likely that the effect of isotonic saline on the 
activity of the rats was minimal. These 
animals increased their activity in the post- 
injection run, and this can be attributed to 
their learning how to run in the activity 
wheel. The ‘first effect of the hypertonic 
solution was immobilization owing to the 
painful injection. Although the pain apparently 
does not last more than 5 minutes, the residual 
effects of this trauma would have to be 
considered as a factor influencing later activity. 
More important, however, is the severe 
electrolyte imbalance which begins to take 
effect in about 20 minutes. With the excretion 
of a hypertonic urine the electrolyte imbalance 
is dissipated, and the activity of the animal 
increases. It is well known that water depletion 


will increase the activity of rats (7). At a 
certain point the depressed activity resulting 
from the extreme hypertonicity of the body 
fluids gives way to an increased activity 
caused by the drive for water. This is reflected 
in the later hours by the relative and absolute 
increase in activity of the rats injected with 
hypertonic solutions compared with the rats 
injected with isotonic saline. The latter 
dissipate their energy and do not have a 
strong drive to continue their activity. 
Another factor which has to be considered is 
that the early decreased activity may provide 
energy for later utilization. This may help 
explain some of the increased activity in the 
later hours but probably is not as important 
as the induced drive. 

It has already been pointed out that the 
artificial cerebrospinal fluid was less concen- 
trated than the human cerebrospinal fluid, 
and the greater electrolyte imbalance of the 
latter could explain the greater depression and: 
the slower return to increased activity. In 
addition, the different pH and specific gravity, 
the more complex proteins and enzymes, other 
electrolytes and other unknown substances in 
the human reenter fluid would have to 
be considered. 

During the first 10 (to 15) hours the activity 
of the rats injected with cerebrospinal fluid 
from the catatonic patients is less depressed 
than the activity of the rats injected with 
cerebrospinal fluid from the mental défectives. 
The mental defectives, however, seem to 
increase their activity at a faster rate, and at 
some time between the tenth and nineteenth 
hours surpass the catatonics. The median 
24-hour total activity for the mental defectives 
shows an increase of 34.6 per cent, and the 
catatonics show a decrease of 13.6 per cent. 
The reason for this may be entirely fortuitous 
as indicated by the lack of significance between 
the groups. It is conceivable, however, that 
some immediate-acting substance is present | 
in the cerebrospinal fluid of the mental 
defectives but not in the cerebrospinal fluid 
of the catatonics, and/or that some substance 
with a delayed activity is present in the 
cerebrospinal fluid of the catatonics but not 
in the mental defectives. It would be interesting 
to test the effects of concentrated cerebrospinal 
fluid on the activity of rats without the 
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interfering hypertonicity of. the solutions. 
This would be a difficult biochemical problem 
but may form the basis for future research. 
It would also be interesting to introduce 
cerebrospinal fluid directly into the ventricles 
of animals, using the technique of Sherwood 
and Feldberg (17), for it is known that some 
substances are inactivated before reaching the 
brain or fail to pass through the blood-brain 
barrier in effective concentrations. 

This experimentation differed from that of 
LeGrande and Année in four ways: First, the 
rat-activity wheel was used instead of mere 
observation. This was considered to be a more 
objective method of evaluating the results. 
Secondly, the cerebrospinal fluid was con- 
centrated by lyophilization instead of by 
blowing air across the fluid. This-method will 
preserve the activity of almost all known 
substances. It would be appropriate at this 
point to question the authenticityof the report 
that the active substance in the’ cerebrospinal 
fluid of catatonics is inactivated by cold. In 
fact, low temperature is a frequent method of 
preserving activity. Such a finding would be 
quite interesting to biochemists. It is possible 
that blowing air over the fluid could oxidize 
some substances which would then become 
active in some way. The third difference would 
be the use of another strain of rats. Finally, 
the criteria for the selection of the patients 
might have been different, but there is no way 
of evaluating this since the previous authors 
did not describe them fully. The mental 
defectives used in this experiment could have 
had the same metabolic abnormality present 
in the catatonics. Five of our mental defectives 
also had a diagnosis of psychosis. There is no 
justification, however, for exploring this or 
other points because the results are obscured 
and can be explained by the hypertonicity of 
the injected solutions. With the experimental 
procedure outlined above the results of 
LeGrande and Année could not be duplicated. 

Several variables in this experimentation 
should be noted briefly. Temperature varia- 
tions were observed by Browman (3) and 
Kindler (11) to affect the activity of rats. 


Interpolating from their data, however, it is — 


probable that the temperature variations in 
this experiment were not large enough to 
affect the results. Analysis of the data for this 


influence was negative. Changes in humidity. 


were probably not important because Kindler 
(11) has shown that humidity variations do 
not affect rat activity at the temperatures 
recorded in this study. 

An observation that may be of interest to 


experimental psychologists is the effect .of — 


hypertonic saline on the activity of rats. T’ is 
may provide a method of inducing a drive 1ot 
previously tested. Finger (6) and Finger aid 
Reid (7) have shown that water or food 
deprivation increases the total activity of ‘he 
animal. The injection of hypertonic saline 
markedly diminishes the generalized activity 
of the animal but increases the drive for waier. 
These animals will drink 3 to 10 times more 
water than controls injected with isotonic 
saline. This effect begins within 20 minutes 
after sucutaneous injection and almost 
immediately after intraperitoneal injection. 
Optimum effect was found to occur with an 
injection of 3 ml. of a 7.6 gm. per 100 mi. of 
solution per 100 gm. of:rat. The effect is also 
present with a 4.5 gm. per 100 ml. solution but 
does not last as long. A 9 gm. per 100 mi. 
solution may result in complete paresis and 
death of the animal after a number of hours. 


SUMMARY 


An experiment was designed to test the 
hypothesis that there is a catatonigenic agent 
in the cerebrospinal fluid of catatonic patients. 

Concentrated cerebrospinal fluid from cata- 
tonic and mental defective patients, as well as 
an isotonic saline and an artificially-reconsti- 
tuted cerebrospinal fluid solution, was injected 
subcutaneously into young rats. Performance 
of these rats in a rat-activity wheel was 
recorded for 24 hours prior to and after the 
injections. 

Although the cerebrospinal fluid from the 
mental defectives depressed the activity of 
the rats more than the cerebrospinal fluid from 
the catatonics in the first 10 to 15 hours, and 
the catatonic fluid depressed the activity 
of the rats more than the mental defective 
fluid in the later hours, these differences were 
not statistically significant. There was 4 
significant difference between the activity of 
the rats injected with isotonic saline, artificial 
cerebrospinal fluid and the human fluid in the 
early hours. Some time after 10 to 15 hours 
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there was no significant difference between 
ary of the groups. The performance of the 
rats in the activity wheel was related to the 
hypertonicity of the injected solutions. 

The mechanisms determining the different 
activity curves of the injected animals were 
discussed, as well as the variables and other 
dit!iculties involved in this investigation. 

(ur observations did not substantiate the 
hypothesis that there is a catatonigenic agent 
in the cerebrospinal fluid of catatonic patients. 


"| am indebted to Dr. N. A. Apter and Dr. C. C. 
Pfeifier for their advice and encouragement during this 
study. I am also grateful to those who helped in vari- 


» ous capacities at the University of Chicago and Man- 


teno State Hospital, Illinois, where this research was 
done. The study was financed in part by funds from 
the Illinois Mental Health Fund and in part by the 
Geschickter Fund for Medical Research. 


BIBLIOGRAPHY 


1. American Psychiatric Association, Diagnostic & 
Statistical Manual of Mental Disorders, Mental 
Hospital Series, 1952. 

2. Bleuler, E.: Dementia Praecox. New York: Inter- 
national Universities Press, 1950. 

3. Browman, L. G.: The effect of controlled tempera- 
ture upon the Lp amg activity rhythms of 
the albino rat. J. Exper. Zool., 94: 477, 1943. 

4. Claude, H., Simonnet, H., and Stora, R.: Re- 
cherches sur l’action catatonisante du liquide 
cephalorachidian des déments précoces. Compt. 
rend. soc. de biol., 130: 531-533, 1939. 

5. DeJong, H. H.: Experimental Catatonia. Baltimore: 

Williams & Williams Co., 1945. 
6. Finger, F. W.: The effect of food a and 
oo ag satiation upon general activity in the 
J. Comp. & Physiol. Psychol., 44: 357, 1951. 
7. tho, F. W., and Reid, L. S.: The effect of water 
the rat. J. Comp. & Physia 
sane in the rat p 
45: 368, 1952. 


* 


_ 17. Sherwood, 


8. Gamper, E., Kral, A., and Stein, R.: Unter- 
suchungen tiber die Wirkung von pathologischem 
Liquor cerebrospinalis bei Einbringung in die 
Vorder Kammer des Kaninchenauges. Zeiéschr. 
f.d. ges. Neurol. u. Psychiat., 141: 689-701, 1932. 

Gamper, E., and Kral, A.: 
ologi Untersuchungen ziim Schizop 
problem. Zeitschr. f. g. ges. Neurol. u. Psychiat., 
146: 567-589, 1933. 

10. Gamper, E., and Kral, A.: Zur Frage der bi- 
ologischen Wirksamkeit des hrenen- 
liquors. Zeitschr. f. d. ges. Neurol. u. Psychiat., 

159: 697-703, 1937. 

11. Kindler, E. F.: A study of the — 
activity of the albino rat. J. Exper. Z 
117, 1927. 

12. LeGrande, A., and Année, P.: Recherches sur 
action catatonisante du liquide céphalorachidien 
des déments précoces. Compt. rend. soc. de biol., 
128: 1139-1141, 1938. 

13. LeGrande, A., and Année, P.: Recherches ex- 
perimen sur l’action catatonisante de 
certains liquides céphalo-rachidiens. Ann. M édi- 
co-Psychologiques, 97: Tome 1, 306-310, 1939. 

14. Reilly, R. H., and others: Convulsant effects of 
isoniazid. J. A. M. A., 152: 1317, 1953. 

15. Reiter, P. J.: Untersuchungen zur Beleuchtun and 
de Intoxikations theorie bei der Dementia 
praecox. Zeitschr. f. d. ges. Neurol. u. Psychiat., 
160: 598, 1937. 

16. Sediani, F., and Moretti, E.: es > liquore di 
epilettici e schisophrenici 
neuro-musculare di zana. Bull. Soc. 

' Sper, 28: 1179 and 1434, 1952. 

S. L., and Feldberg, W.: A permanent 
cannula for intraventricular injections in cats. 

18. Sogiiani, G.; Ricerca. di, propriets 

proprieté catato 
nel siero di e nel liquor cephalo-rachi 

trom, m toxicity in 
Acta. Psychiat. Scand., 11: 665-672, 1 

20. White, C.: "Shaavite &: 33, 1952. 


WAYNE County GENERAL HosPITrAL AND 
INFIRMARY 


ELOISE, MICHIGAN 


vf 

it 

d 

e 
nt 
ts. 

a- 

as 
ti- 
ed 

ce 

as 
the 
the | 
of 

om 
and 

rity 
tive 
vere 
a 

r of 
icial 
the | 
ours 


SIMILAR ANTIPHLOGISTIC REACTIONS AFTER PREFRONTAL 
LOBOTOMY AND TREATMENT WITH CHLORPROMAZINE 


H. C. KRAMER, M.D. 


There is no doubt that we are still in the 
dark when it comes to explaining the beneficial 
and less beneficial results of newly developed 
psychiatric treatments. This refers to the 
mental and emotional changes as well as to 
the physical ones observed in the functional 
psychoses. We cannot account as yet for the 
increase in appetite and weight, the disap- 
pearance of circulatory and vasomotor dis- 
turbanees, the peripheral cyanosis, the edema 
of the lower extremities and the endocrino- 
pathic disturbances. | 

For quite some. years, I was able to follow 
up patients who previous to prefrontal 
lobotomy were suffering for many years from 
otitis media, dacrocystitis, blepharitis, hor- 
deolum and acne of face and chest. Many 
_ of these patients were treated for years in the 
ENT and Eye clinics with little improvement 
noticeable. The fact that all these physical 
ailments have disappeared without further 


treatment after prefrontal lobotomy and have 


not recurred since, makes one believe that 
there is a cAusal relationship between the 
deteriorating effect of the psychosis upon the 
patient’s physical condition and the visible 
improvement as a result of the operation. 
Most of the patients mentioned underwent 
surgery several years ago but are still patients 
of the state hospital because their behavior 
and mental condition though improved do not 
warrant their release. 

Lately in treating patients with chlor- 
promazine I was surprised to find clearance of 
acne of face and chest in a number of patients 
and in one of them an apparently complete 
recovery from otitis media, conditions which 
had persisted for many years. 

It is a well-known fact that the weight of 
psychotic patients varies with the change in 
their mental condition. These weight changes 
are at times a fine indication pointing to 
improvement or worsening of the psychosis. 
Patients with a phasic course of attacks and 
remissions show this alternation in their 
condition by losing weight when going into an 


¢ 
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attack and gaining it back with an oncoming 
remission. Personnel working with psychotic 
patients have pointed to this phenomenon and 
have felt that the gain in weight indicated 
improvement while loss of weight was con- 


sidered a cause of alarm. This concept seems. 


to have the same unproved and yet visible 
prognostic value, for instance, as the disp- 
pearance and return of the menstrual cycle 
have in female psychotic patients. Why 
and how these irregularities occur is as yet 
unknown, but it has become part of the 
psychotic picture and has ‘been only over- 
shadowed by the more prominent psychogenic 
factors involved in all neuropsychiatric dis- 
orders. 

W. B. Cannon in his book (2) has pointed 
out that even if he removed the sympathetic 
nervous system in animals, they were able 
to live a nearly normal life in a kind of re- 
stricted manner. Stanley Cobb (3) found that 
“in dementia praecox a general disquilibriym 
of the autonomic nervous system is common 
with cold bluish hands and feet, blotchy skin, 
widely dilated unstable pupils, cardiac accelera- 
tion and that dispepsia and diarrhea ac- 
company fear while skin lesions and edema 
may occur with anxiety states.’”” Even more 
recent research workers have pointed to the 
fact that what we call regression and deteriora- 
tion in schizophrenic patients is based on 
the disorganization of the autonomic nervous 
system, which has its subcortical center in the 
hypothalamus. Since all vegetative functions 
are regulated by the autonomic nervous 
system, the above-mentioned irregularities as 
well as their improvement may depend upon 
this common denominator. 

Silvano Arieti-(1) writes that “inadequacy 
of the autonomic nervous system is seen in 
defective homeostatic reactions.’ And again, 
“The inhibition of the hypothalamus may 
explain the hypofunctionality of the autonomic 
nervous system as far as the homeostatic 
reactions are concerned. 

Is it the hypothalamus in which all vege 
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tative centers are localized, the autonomic 


nervous system itself, or is it the humeral 
metaboli which benefits by the therapeutic 
interception of a seemingly 

nervous circuit? We do not know now, but 
we shall know some time. At. present we can 
only gather facts such as I want to present in 
this paper. 

The following cases who were lobotomized 
some years ago have shown an apparently 
complete recovery from otitis media, dacro- 
cystitis, recurrent hordeolum, vaginitis, and 
acne vulgaris, respectively. 

The first case is that of a patient who, after 
a longstanding schizophrenic condition, showed 
mental and emotional improvement after 
prefrontal lobotomy and in addition a com- 
plete recovery from certain chronic infections. 
She is an American born white female patient 
39-years-old with a negative family history. 
She was a normally developed child and an 
outstanding. student, majoring in English, 
and was described as precocious and intel- 
ligent. Yet, she had few friends and did not 
seem to be interested in the other sex. The 
onset of her psychosis was sudden, and within 
six months she showed a full blown attack of 
schizophrenia with the characteristic symp- 
tomatology of mannerism, restlessness, pe- 
culiar and repetitious movements and extreme 
fear. Emotions were inadequate, thought 
content dissociated, auditory and olfactory 
hallucinations the most outstanding symptoms. 
She was not yet 20 when she was committed 
to a state hospital where, in spite of intensive 
treatment of electric and hypoglycemic shock, 
she remained unimproved and deteriorated to 
a very low level of existence. When prefrontal 
lobotomy was considered for her, the patient 
was completely out of contact, impulsively 
assaultive, self-inflicting, and dangerous to 
others because she would bite and kick when 
someone came near her. Her physical condi- 
tion deteriorated with her mental one. She 
was a management problem, having to be 
spoonfed and tubefed. 

Previous to prefrontal lobotomy the patient 
suffered for many years from bilateral purulent 
otitis media and was under the treatment of 
the ENT clinic from 1943 to 1951. There was a 
discharge, especially from the left ear, which 
was described as a “foul odor with eczema of 


both meatus.”’ She also suffered from bilateral 
chronic blepharitis and frequent hordeolum. A 
purulent vaginitis had to be treated at fre- 
quent intervals. ° 

In March, 1951, a bilateral prefrontal 
lobotomy was performed, and the patient 
showed an uneventful post-lobotomy course. 
She improved mentally and also in her be- 
havior; her delusions still persisted but were 
more mild than formerly. She can now be kept 
on a quiet ward and shows interest in different 
activities, especially in the visits of her 
relatives. 

The vaginitis has cleared up completely 
without further treatment; the otitis media 
has not shown any exacerbations and is 
asymptomatic since the end of 1951. No 
hordeolum has recurred after this time either. 

The second case is that of a 35-year-old 
white American born female patient, the 
oldest of three siblings. A younger sister, who 
was said to have been dull normal, died in her 
early years after a fall while the patient was 
caring for her. The patient developed guilt 
feelings about her part in this sad incident. 
A brother is an outstanding professional 
man. The patient was said to have been a nor- 
mally developed child and a good student 
until the age of 1614 when she became de- 
pressed, was unable to concentrate and had 
to leave school. Soon afterwards she refused 
to talk and started hitchhiking for long 
distances because of “an urgent impulse.” She 
started to talk incoherently after being re- 
turned, refused to leave the house, and 
threatened to jump out of the window. She 
was admitted to a private sanitarium in May, 
1937, where she was said to have been un- 
cooperative, underproductive, blocked, ir- 
relevant and repetitious. She responded to 
auditory halluncinations, was confused and 
apprehensive, dazed and bewildered. She had 
to be tubefed and was transferred to a state 
hospital in September, 1937. Her symptoms 
persisted in spite of intensive electric shock 
treatment to which she responded with 
moderate benefit, relapsing each time treat- 
ment was discontinued. She regressed to a 
very low level, had to be kept in camisole and 
restraint at frequent intervals, tubefed and 
helped in every way. Physically she de- 
teriorated rapidly, was drooling constantly, — 
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- with a secretion of pus emanating from her 
nose, had a vaginal discharge, and was wetting 
and soiling. A chronic dacrocystitis and 
blepharitis developed with hordeolum on both 
eyelids which had to be treated regularly. 

_A prefrontal lobotomy was performed in 
‘January, 1954, and since then the patient 
has been cooperative, able to take care of 
her own needs, continent, does not require 
any ,type of restraint and has aquired good 
table manners. The vaginitis as well as the 
dacrocystitis and blepharitis has cleared up 
completely, and no hordeolum has recurred 
since. 

_ The third case is that of a 40-year-old white 
female patient whose family history is nega- 
tive. Her development was said to have been 
normal, though she only reached the sixth 
grade of grammar school. She worked for 18 
consecutive years in a factory. Her pre- 
psychotic personality was described as jolly 
and moderately outgoing. She married in 
1935 and gave birth to a child by Cesarean 
section in 1948. : 

_ In 1944, while studying for an examination, 
she suddenly started to talk irrelevantly, 
felt that people made remarks about her, and 
worried about airplanes flying over the house. 
She cleared up completely and was well until 
the birth of her baby in 1948. It was then 
that she became mute, impulsively assaultive, 
and actively hallucinated. She was com- 
mitted to a state hospital in January, 1949, 
where she made a poor adjustment and was 
described as confused, actively hallucinated 
and uncooperative. She received electric shock 
and insulin treatment with little benefit and 
through the years remained confused, ex- 
pressed feelings of unreality and showed little 
tendency to improve either mentally, or 
physically. 

For years she used to complain about pain 
in her sinus and left ear, and examination 
by the ear specialist revealed a chronic otitis 
media with draining. According to the special- 
ist, the condition remained resistant to treat- 
ment. 

In July, 1952, a bilateral prefrontal lobotomy 
was performed on her. The post-operative 
course was uneventful. She became quiet and 
cooperative, usefully employed with periods 
of mild irritability and lack of initiative pre- 


vailing for quite some time. All her physical 


complaints stopped including those about her 


left ear and sinus; the draining stopped 
completely. She received 1 cc. penicillin for 
five days in August, 1952, for an upper 
respiratory infection but no further treatment. 
The patient was discharged from the «ar 
clinic because on examination by the car 
specialist the otitis media had cleared up. 

The fourth patient whose chronic dac;o- 
cystitis improved after prefrontal lobotomy, is 
a 55-year-old Russian born female who |:as 
been psychotic since 1923. She left the state 
hospital twice on convalescent care, only to 
return a short time later. She has been in ‘he 
state hospital continuously since 1929. 

She showed alternation of overactive and 
underactive periods with schizophrenic features 
present. During the overactive phases she was 
assaultive, actively hallucinating and insisting 
that an electric current was shooting through 
her body. She was a great management 
problem, disturbed and uncooperative. 

A prefrontal lobotomy was performed in 
January, 1954. Since then she has been quiet 
all the time, cooperative and well behaved. 
She is in good contact, stating that the voices 
made her “upset and that now they are gone.” 
She is a good and willing worker but shows 
some memory defects and a loss of the sense 
of time. . 

Since 1929 the patient had suffered from a 
chronic dacrocystitis with acute exacerbations 
causing inflammation and constant draining of 
purulent discharge of her left eye. An entropion 
developed which was operated on in 1951 and 
1952, but the acute exacerbations with purulent 
discharge recurred even after the operation of 
the entropion. The condition was described by 
the eye specialist as follows: “Area over the 
left eye edematous and lacrimal sac draining. 
Induration in lower corner of the left eyelid. 


‘Diagnosis: Acute exacerbation of chronic 


dacrocystitis with possible blocking of' duct.” 
The physician in charge of the case pre- 
viously and after prefrontal lobotomy reports 
that a short time after the operation in 
January, 1954, the purulent discharge stopped 
completely and no exacerbation has recurred. 
She noted that previous to prefrontal lobot- 
omy the dacrocystitis would become acute 
during the patient’s disturbed periods, while 
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discharge and injection would eventually 
stop during her quiet ones. 

‘The following case is that of a 44-year-old 
white female patient who has a history of 
twice falling out of a moving car in early years 
with no evidence of head injuries. She had a 
normal development, was a good student, 
married at the age of 20, and was deserted by 
her husband after giving birth to her only 
chiid, a daughter. She became an office 
worker and brought up her baby until 1939 
when she showed the first overt signs of her 
psychosis. She quit work, was lying around 
all day long, neglected her child, became with- 
drawn and unresponsive. She returned to 
her mother and suddenly became hallucinated 
and disturbed. She developed paranoid delu- 
sions, was admitted to a state hospital in 1939 
with a continuous residence up to the present 
time. The patient regressed rapidly, became 
very assaultive, destructive, untidy, and a 
danger to her surroundings. She received 
electric shock treatments without benefit, 
remained unmanageable, hitting, biting, spit- 
ting and kicking like a wild animal. In Decem- 
ber, 1951, a bilateral prefrontal lobotomy was 


performed on her. She improved, is now - 


pleasant, quiet and cooperative all the time, 
very helpful, somewhat elated, but neither 
assaultive nor destructive. Prior to prefrontal 
lobotomy the patient has suffered from re- 
current hordeolum of both eyes as well as 
acne of face and chest. She showed phanero- 
mania which caused new exacerbations, and 
she was nearly constantly under treatment 
for these conditions. Since prefrontal lobotomy 
was performed, no hordeolum has recurred, 
and acne of face and chest has disappeared 
without further treatment. 

The two last cases are patients who after 
prefrontal lobotomy showed a remarkable 
improvement of a longstanding acne vulgaris. 
Both are white female patients, one 33, the 
other 49-years-old. The first one has been 
hospitalized since 1944; the second one, since 
1935 with the diagnosis and symptomatology 
of schizophrenia. The first one was lobotomized 
in 1950; the second one, in the beginning of 
1953. Both showed mental and emotional 
improvement as well as physical improvement 
and a complete disappearance of the acne 
which persisted for many years. There are 


still some pits present as witnesses to their 
former condition, but no new exacerbations 
have recurred in either patient or in some 
others where similar improvement of a chronic 
infection took place after prefrontal lobotomy. 

Amazing as these observations may have 
been following prefrontal lobotomy, the fact 
that conditions such as otitis media and acne 
vulgaris cleared up also after treatment with 
chlorpromazine, points to a common denomi- 
nator which apparently brings about the same 
effect in these two types of treatment. 

The case of otitis media which became just 
as asymptomatic after treatment with chlor- 
promazine as the one described after pre- 
frontal lobotomy is that of a 25-year-old 
Puerto Rican born female patient. Her early 
development was normal, she was graduated 
from public school at 14, and came to the 
United States in 1948 to look for work. At the 
end of 1948 she showed the first overt signs 
of a schizophrenic psychosis, became afraid 
she would kill somebody, saw dead people 
lying on the floor, and changed from a semi- 
stuperous condition to excitement, dancing 
and singing the whole day without being able 
to eat or sleep. In the middle of 1949 after a 
tonsillectomy, she became actively halluci- 
nated and had to be hospitalized. Electric 
shock treatment had to be interrupted after 
17 treatments because of an acute attack of 
otitis media which she had suffered for quite 
some time. She was released from the hospital 
and discharged a year later. In 1953 she had 
to be readmitted because she became suddenly 
confused, hostile, illogical, and withdrawn. 
She received electric shock and insulin treat- 
ment with little benefit. All during her hos- 
pitalization she complained about much pain 
in her left ear, was treated by the ENT clinic 
for persistent discharge from her left ear. 

From March, 1955, to April, 1955, for more 
than one month she received 100 mgm. 
chlorpromazine three times a day to which she 
responded immediately. She improved con- 
siderably and has since been released from the 
hospital. Subsequently, all pain and discharge 
have ceased even though she no longer gets 
treatment for her otitis media. In June, 1955, 
she was seen by the ear specialist in order to 
confirm our observation. He stated: “Both 
drums perforated. No pus at present time, 
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no mastoid -tenderness. In the absence of 
discharge or pain or symptoms of infection no 
indication for treatment.” 

The following case is a 41-year-old white 
_ American born female patient who completed 
school at 18, met her husband and got married 
the same year. She gave birth to four children. 
The family was always financially and socially 
well off. About 10 years ago the patient was 
raped by a neighbor, and from that time on 
their married and family life seemed to 
deteriorate. In the middle of 1954 the marital 
discord apparently reached its peak, and the 
patient fractured her left arm in a struggle 
with the husband. She became deeply de- 
pressed, seemed more or less in a fog and 
attempted suicide. Religious delusions, pre- 
occupation and seclusiveness were in the fore- 
ground of her psychotic condition. Since the 
fracture healed poorly and bone graft had to 
be instituted, electric shock treatment could 
not be applied. The patient received chlor- 
promazine treatment 100 mgm. three times a 
day for two months. She improved con- 
siderably and has since been released from the 
hospital. 

For more than a year previous to her hos- 
pitalization, acne of the face, which persisted 
for some time, became more prominent. The 


patient became concerned about it and con- 


sulted a physician. In ‘spite of treatment the 
acne did not clear up, and this added to the 
patient’s depressive trend. After chlorpromazine 
treatment, the acne of the face disappeared 
completely and did not recur until her con- 
valescence after the patient left the hospital. 
- Among some cases of acne vulgaris which 
disappeared after treatment with chlor- 
promazine, I have chosen three because of 
their chronic condition. 

The first case has a tainted family history. 
A younger sister has been psychotic and 
‘hospitalized though at present she is living 
outside the hospital. Our patient has suffered 
since childhood from asthma and bronchial 
congestion which, as it often happens, eased 
during her psychotic attack. She lived a 
rather secluded and sheltered life, finished two 
years of high school and developed paranoid 
ideas in the middle of 1950. She quit her job, 
stayed in bed and would not talk. She also 


complained about some sounds which were 
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transmitted to her. She was hospitalized for 
the first time in 1951 because she insisted 
that people were using radar on her, saw 
all her movements and called her names. 
She was described as preoccupied, inattentive, 
uncooperative, underproductive and confused. 
She received electric shock treatment and took 
part in group therapy in a rather passive way, 
She developed auditory hallucinations and 
fainting spells. Chlorpromazine treatment was 
instituted in April, 1955, and continued 
through June, 1955. She received 300 mgm. 
daily, became more alert and interested in her 
surrounding, better accessible, less ‘confused 
and less preoccupied. Some delusions persis ed 
but did not seem to annoy her as much as 
previously. Acne of face and chest which she 
had had for many: years disappeared com- 
pletely, a fact which was observed by nearly 
everyone who took care of her. Her mefital 
condition after discontinuation of chlor- 
promazine treatment has since relapsed, but 
her acne has not recurred. 

The following case is noteworthy because 
the 34-year-old white American born female 
patient suffered from a severe case of acne 
vulgaris for many years. The first statement 
about this condition in her history stems from 
1944 where a note on her physical examination 
sheet says that “her physical condition was 
essentially negative except for acne of her face.” 
Photos at the time of her admission to the state 
hospital show more or less clearly the acne 
of her face. Since then the condition has 
never cleared up, but new efflorescences 


arise constantly and are treated locally. In 


1951 she received penicillin for another 
ailment, yet the acne of her face did not 
clear up. 

This patient has a tainted family history, 


for a maternal aunt was once hospitalized fora _ 
nervous condition. Patient herself had con- ~ 


vulsions between the ages of four and six. 
The younger of two children she was de- 


scribed as an intelligent and artistically gifted 


child who after finishing high school attended 
art school where she studied painting. The 
first change in her personality was noted in 


1940 when she lost sleep and appetite, became. 


irritable and suspicious, turned against her 
family and left home in order to live with a 
boy friend. She changed jobs constantly, and 


&. 


Antiphlogistic Reactions afler Prefrontal Lobotomy with Chlorpromazine’ 77 


in 1943 her condition deteriorated to the point 
that she had to be hospitalized. She was 
restless, responded to auditory hallucinations 
and escaped from the hospital one month 
later. She had to be returned in a few days 
and continued to be a resident of the hospital. 
She received electric shock treatment, was 


_ placed on convalescent care, only to be 
+ returned a few months later as having re- 


lapsed. Her condition remained unimproved 


- until July, 1955, when chlorpromazine treat- 


ment.was started. Since she refused medication 
orally, 100 mgm. were applied intramuscularly 
twice a day for about one week, at which time 
she had improved sufficiently to take medica- 
tion by mouth. She received 100 mgm. twice 
a day which was later reduced to 25 mgm. 
twice a day because of her mental and physical 
improvement. The acne of her face disap- 
peared completely, but some marks and pits 
are still visible though no new efflorescences 
have recurred since chlorpromazine treatment 
was instituted. | 

The last case to be described is that of a 
40-year-old white American born female 
patient, whose father died when she was 
four years old. She was taken from one board- 
ing school to another, finished grammar 
school and went to.work at the age of 12. 
Her prepsychotic personality is described as 
likable with interest in religion and friends. 
She married at the age of 18, has two children, 
was unable to get along with her husband 
and divorced him. In the beginning of 1947 she 
suddenly became fanatical, visited the priest 
frequently, insisting that people were watching 
her, started to talk incoherently and had to be 
hospitalized. She received electric shock treat- 
ment, improved, was released and discharged 
a year later. She worked in factories, started 
to drink heavily, stopped working:and sat at 
the window the whole day because she as- 
serted “it was good for her complexion,” 
which at this time already showed acne of face, 
neck and chest. She had to be*re-hospitalized 
in 1950 and has been a resident of the hospital 
ever since. At first she received 100 mgm. 
chlorpromazine three times a day from May 
22, 1955, and later twice a day, until it was 
discontinued on June 18, 1955. 

The patient has suffered from acne vulgaris 
for many years with frequent exacerbations. 


Marks and pits of healed efflorescences are 
still visible. Despite the fact that she has 
received chlorpromazine only for a relatively 
short time, the old efflorescences have disap- 
peared and no new ones have been observed. 

Even if we cannot maintain that prefrontal 
lobotomy or chlorpromazine treatment have 
helped all patients to improve, we can say 
that both psychiatric treatments have stimu- 
lated physical activities in patients treated. 
The excessive gain in weight in patients, after . 
prefrontal lobotomy was performed on them, 
has not been observed after chlorpromazine 
treatment. But the patients usually gain in 
weight after this treatment, the tonus of their 
skin improves, the eyes brighten up, the 
pupils become more stable, the peripheral 
cyanosis and edema disappear even in the 
more regressed and deteriorated patients. 
There is a decided improvement in the general 
feeling of well being, and patients express this 
fact frequently by stating: “I feel so much 
better than I felt before,” or “I feel better all 
over,’ without being able to account for this 
feeling of improvement. 

As mentioned previously, this paper has been 
concerned only with the similar beneficial 
effect of prefrontal lobotomy and chlorpro- 
mazine treatment upon chronic infections, 
such as otitis media, dacrocystitis, blepharitis, 
hordeolum, vaginitis and acne vulgaris, ob- 
served in quite a number of patients. All these 
conditions cleared up completely after these 
psychiatric treatments without additional 
treatment. 

There has been no mention made of these 
observations in the literature so far except in 
Silvano Arieti’s book “Interpretation of 
Schizophrenia.” The author mentions the 
following facts about inflammatory conditions: 
“Some of the cortical hormones (discharged 
by the adrenal cortex) are prophlogistic, that 
is they enhance the inflammatory potentiality 
by stimulating the proliferative ability and 
the reactivity of the connective tissue. Other 
corticoids are antiphlogistic, inasmuch as 
they inhibit the production of granulomatous — 
tissue and other facts of the inflammatory 
process.” 

It may well be that the adrenal antiphlo- 
gistic corticoids are the common denominator 
stimulated by the two types of psychiatric 


| 
t 
t 
n 
9) 
AS 

n 
er 
ot 

a 
n- 
ix. 
le- 
ed 
ed 
he 

in 

er 
a 
nd 


78 H.C. Kramer 


treatments and ‘thus are responsible for their 2: of the Body. New York: 
W. W. Norton & Co., 19. 32, pp. 312. 
amazing effect upon chronic inflamma 3. Cobb, Stanley: Foundation of Neuropsychiatry. 
Baltimore: 7 e Williams & Wilkins Co., 1944, pp. 
BIBLIOGRAPHY 


1. Arieti, Silvano: JIJmnterpretation o 
New York: Robert Brunner, 1955, pp. 428, STATE 
430. West Brentwoop, L. I., N. Y. 


é 


KEMADRIN,' A NEW DRUG FOR TREATMENT OF PARKINSONIAN 
DISEASE 


PHILIP F. LERNER, M.D. 


Therapy in Parkinsonian disease is be- 
coming more and more a challenge to the 
physician because of the increasing number 
of cases of this illness. In 1950 the American 
Academy of Neurology estimated that there 
were at least one million cases under treat- 
ment in this country and noted that each year 
there has been a sharp increase in reported 
cases. The increasing lengthening of the 
span of life since the beginning of this century 
and the increasing occurrence of encephalitic 
and other diseases attacking the extra- 
pyramidal nervous system are certainly 
factors in this increase of Parkinsonian 
sufferers. It is therefore imperative to search 
for new and better drugs to add to our arma- 
mentarium of therapy and to stress the need 
for necessary associated psychotherapy and 
physiotherapy, both of which have so often 
been neglected. 

During the last decade there have been a 
number of new synthetic drugs which have 
helped a significant percentage of Parkinsonian 
patients. Yet, none has approached satis- 
factory control by: itself or in combitation 
with other chemotherapeutic agents, and 
there is still need for further study and search 
for a substance that will better control the 
tremor, the akinesia, and the other disabling 
signs of this disease. As a result of such a 
search, a new drug has been synthesized and 
‘employed in the treatment, of Parkinsonism 
with promising results. 

This drug, Kemadrin, is _procyclidine 
hydrochloride, a spasmolytic related closely 
to Artane and Pagitane but having a pyrroli- 
dine ring of four carbons and one nitrogen 
at one end of the molecule instead of the 


piperidine five carbon and one nitrogen ring.- 


A further difference from Pagitane is that 
Kemadrin, like Artane, has a saturated six 
carbon ring at the other end of the molecule 
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whereas Pagitane has a five carbon saturated 
ring. A comparison of these chemical formulae 
follows: 


Kemadrin 
C 
CHCH—NC HC 
Artane 
OH 
C 
CH,CH.— 
Pagitane 


HCl 


The drug, Kemadrin, a white crystalline 
substance, soluble in water, stable at normal 
temperatures, and almost tasteless, was 
produced by chemical modification of anti- 
histamines. Pharmacological testings show 
that it has an atropine-like action, producing 
antispasmodic effect on smooth muscle, 
inhibition of salivation, and moderately 
potent mydriasis. However, it is only about 
14.5 as active as atropine in inhibiting saliva- 
tion and in producing mydriasis. Furthermore, 
the mydriasis produced in test animals is of 
significant shorter duration with Kemadrin 
than with atropine. The drug in fairly large 
doses does not cause any blocking activity of 
sympathetic ganglia and little or no effect on 
blood pressure, respiration, or blood picture. 
In the human, in doses ranging from 10 to 
60 mgm. daily, administered orally, only 
occasional dryness of the mouth and mydriasis 
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have been noted. No disorientation or drowsi- 
ness occurred in the author’s series of cases, 
but other workers have noted such symptoms 
occasionally with moderate dosages. In one 
of our cases, that of a 5)4-year-old mentally 
retarded child, increase in akinesia and con- 
fusion occurred following addition of small 
doses of Kemadrin to his other spasmolytic 
medication; these symptoms, however, were 
minimized rapidly on withdrawal of the new 
drug, and the patient returned to his former 
status within a few days. 

The author has employed Kemadrin now 
in 30 patients from hospital clinics and from 
private practice. All of these patients’ Parkin- 
sonism can be classed as moderately severe to 

severe, and were of 2 to 20 years’ dura- 
tion. All had been on previous medication, 
for the most part in combination rather than 
on single spasmolytic agents; and all on 
required dosages, sufficient to produce annoy- 
ing and uncomfortable side effects, especially 
mydriasis and dryness of the mouth. In two 
cases, Kemadrin, introduced in therapy by 
gradual substitution, was not too effective 
when the other medications were completely 
eliminated; but, following requests®by the 
patients,, when their original medications 
were once more given without reducing the 
dosage of the Kemadrin, very satisfactory and 
gratifying symptomatic relief of spasticity 
especially was obtained. Patients who had 
been adequately controlled on other thera- 
peutic agents without associated distressing 
or too annoying symptoms were not used in 
this series. 

The drugs used in combination with the 
Kemadrin were Artane, Hyoscine, Pagitane, 
Cogentin, Stramonium, Parsidol, Thephorin, 
Panparnit, and Dexedrine. Sixteen of the 
patients in this series were on combinations 
of Kemadrin and Artane with or without 
additional doses of Hyoscine and/or Thephorin. 
Six were on combinations of Kemadrin and 
Pagitane, and three of these were also on 
moderate doses of Hyoscine and Dexedrine. 
The remaining eight were on combinations 
of Kemadrin with one or more of the other 
medications named above. 

The average dose of Kemadrin that is em- 
ployed now is from 30 to 40 mgm. daily. 
When first used the drug was used in much 


smaller doses ranging from 244 to 5 mgm. 
three to four times daily with only slight to 
moderate improvement, but as we increased 
the dosage in all but 11 patients, definite 
improvement was noted subjectively and 
objectively. Furthermore, it was possible to 
reduce in many cases the doses of the other 
spasmolytic atropine-like agents and, there- 
fore, reduce considerably the distressing and 
annoying side effects complained of so often 
by these patients. It was noted also that many 
cases with associated depression were benefited 
markedly by what appeared to be a cerebral 
stimulating action; in almost all of these 
patients there was a concomitant emotional 
elevation in mood. No special objective 
testings for evaluation of effect were done 
in this series as Schwab, and coworkers (4, 5) 
had done in theirs, but the patients were 
able to increase their activities and accomplish 
with much more ease tasks which could be done 
only with difficulty or not at all. The opinions 
of relatives and friends as well as those of the 
patients themselves were used for additional 
assessment values. Considering all these 
factors in evaluation, in our series of 30 
severe Parkinsonian sufferers, 21 obtained 
moderate to good relief with the use of this 
new agent, Kemadrin, in combination with 
other drugs; seven were not benefited at all, 
and two were apparently made worse. Where 
benefited, the improvement was most marked 
in decrease of rigidity, increase in activity, and 
ease of performance of usual tasks; secondly, 
in favorable response of alertness, speech 
improvement, and elevation of mood; thirdly, 
in decrease of tremors; and finally in reduction 
or minimizing of the annoying and uncom- 
fortable side effects of the other drugs when 
used alone in previous dosages. 


Case 1: This 34-year-old female has been treated 
in the outpatient department of the Mercy Hospital 
in Baltimore since early 1950. Past history reveals that 
at the age of two to three years she was hospitalized 
at a contagious disease hospital whose records reveal 
that she suffered from meningoencephalitis, compli- 
cating measles. At the age of 14 she developed the 
extrapyramidal symptoms of Parkinsonism, and these 
symptoms increased gradually in severity until she 
could not walk by herself and had to have assistance 
to come to the clinic. Treatment at first consisted of 
combination of Artane and Hyoscine, and later addi- 
tion of Thephorin, but this medicinal had to be 
discontinued because it made her “sick” ‘with objective 
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signs of agitation, depression, moderate confusion, and 
extreme dryness of mouth. She was finally better con- 
trolled with use of moderate dosages of Stramonium 
and Dexedrine, but periodically she developed episodes 
of “light-headedness,” associated with increased 
spasticity, depression, and tremor. About 244 months 
ago Kemadrin was added to the same dosages of 
Stramonium and Dexedrine with fairly rapid, marked 
_ subjective and objective improvement, especially as 
regards gait, speech, use of her arms, and mood. She 
has become, in this short time, a more cheerful and 
confident individual exhibiting interest in her personal 
appearance to a degree that she appears almost another 
individual. The dosage of Kemadrin has remained 
small, not over 5 mgm. t.i.d. 


Case 2: This 61-year-old male has had severe 
Parkinsonism at least since 1951. He had been treated 
at another hospital since the onset of his symptoms 
with moderate doses apparently of Hyoscine and 
Artane, but he obtained little or no relief. He has been 
unable to continue his work as a bookkeeper since 
early 1954. Treatment with the same medications, but 
in increasing dosage plus Thephorin, 25 mgm. t.i.d., 
was continued with very slight improvement only. 
Four months ago he was placed on Kemadrin, starting 
with 5 mgm. b.d. and increasing gradually until now 
he is taking 10 mgm. q.i.d.; the other medications were 


- continued (Artane 30 mgm., Thephorin 75 mgm., 


Hyoscine 4/100 gr.-daily in divided doses) without 
any disturbing side effects. He has shown very definite 
improvement objectively, especially as regards spas- 
ticity, writing ability, gait, and tremor, and although 
he states that at times he feels badly, he has lost his 
appearance of depression which was quite marked 
pre 


Case 3: This 68-year-old female, with very severe 
Parkinsonism dating back to the age of 51 years, came 
under treatment in December, 1947. No history of 
encephalitis was obtained. When her symptoms first 
were noted, she was told by a neurosurgeon that she 
had “a condition which occurs occasionally in older 
people,” and she was placed on Hyoscine. However, 
this resulted in considerable giddiness and confusion, 
and the dosage had to be reduced to an almost ridicu- 
lously low level. Since latter 1947, she has been on 
slowly increasing dosage of Hyoscine, in combination 
at various times with one or more of other drugs 
(Benadryl, Dexedrine, Stramonium, Artane, Panparnit, 
Pagitane, Parsidol, Thephorin, Cogentin) with some 
control of the tremor but not of the spasticity. The 
rigidity became so severe that she had become com- 
pletely incapacitated 144 years ago. Depression, 
confusion, and at times delirium occurred with the use of 
these medications, necessitating frequent juggling of 
dosages and combinations. Akinesia was slowly pro- 
gressive although from time to time the rigidity seemed 
lessened with certain combinations and dosages, but 
such improvement was temporary only. In June, 1955, 
when Kemadrin was added to therapy, the Parkinson- 
ism had progressed to the point that she had to be 
dressed and carried to her boa Original dosage was 


5 mgm. t.i.d., but this has been increased so that now 
she takes 10 mgm. five times daily. Reduction and then 
elimination of Hyoscine, which seemed to cause the 
most disturbing side effects to the patient, were ac- 
complished. In addition to the Kemadrin she is now 
taking 5 mgm. of Artane q.i.d., 5 mgm. Dexedrine 
Sulphate b.d., and 2.5 mgm. Pagitane q.i.d. She con- 
tinues to show definite improvement in speech, tremor, 
alertness, and mood although the other objective 
Parkinsonian symptoms are still quite marked. Her 
gait is still difficult, but her husband believes that 
improvement has occurred even in this because she 
can now walk with help to her chair rather than be 
carried there. 


Case 4: This 6}4-year-old boy, said to be a normal 
delivery, developed severe measles complicated by 
encephalitis at the age of two. Shortly thereafter, he 
had what was said to be a fairly mild case of scarlet 
fever, but almost immediately be started to develop 
signs of rigidity and tremor which progressed rapidly. 
He was seen in February, 1953, at the age of four years, 
at which time there were marked unsteadiness in gait, 
frequent falling without loss of consciousness, marked 
spasticity and generalized tremor, obvious mental 
retardation with extreme changes of mood from 
pleasantness to excited irritability. Electroencephalo- 
gram done at that time was reported as being “a 
norma! sleep pattern.” He was placed on Artane with 
increasing dosages until he was taking 5 mgm. in the 
morning and at bedtime and four doses of 2 mgm. 
each during the rest of the day. Dexedrine was added 
in small doses but because of increased restlessness was 
discontinued after a short time. About 244 months ago 
there were added to therapy small doses of Kemadrin, 
but since he developed increased. confusion and an 
increase in falling tendencies, the drug had to be dis- 
continued. These symptoms decreased rapidly after 
discontinuance, and he has been maintained on Artane 
and Thephorin. Further trial of Kemadrin in small 
doses was suggested but was not done because of 
reluctance and fear on the part of the patient’s father. 


Case 5: This 47-year-old upholsterer was referred in 
January, 1955, exhibiting rather marked Parkinsonian 
symptoms of spasticity, tremor, difficulty in gait with 
dragging of the right leg and increasing difficulty in 
using his hands in his work. He was placed on Artane 
and Hyoscine but shortly became confused, drowsy, 
and actively hallucinatory. The Hyoscine was dis- 
continued, and these symptoms disappeared; . the 


_ Artane was gradually increased from 2 mgm. q.i.d. 


to 5 mgm. q.i.d. with both objective and subjective 
improvement. About five months ago he was placed 
also'on Kemadrin starting with 24¢ mgm. t.i.d.; this 
dosage was gradually increased until now in addition 
to the 5 mgm. Artane q.i.d., he is taking 10 mgm. of 
Kemadrin t.i.d. The patient has improved remarkably 
in all respects and is now able to continue with his 
usual work activities. 
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ConcrusIoNs AND SUMMARY 
Kemadrin, a new synthetic spasmolytic 


' -agent, has been used for periods of three to 


seven months in combination with other 
drugs in a series of 30 severe Parkinsonian 
patients. Twenty-one of these patients showed 
significant improvement, especially in regard 
to decreasing rigidity, increasing ability in 
accomplishment of usual activities, and eleva- 
tion of mood and alertness. There were very 
little untoward symptoms with the use of 
this agent; rather it was possible by decreas- 
ing the dosage of the other drugs, in more than 
half the cases that were improved, to reduce 
annoying dryness of the mouth, mydriasis, 
drowsiness, depression and confusion which 
had complicated the treatment in most of the 
patients in this series. Twenty of these Par- 
kinsonian sufferers were either of the post- 
encephalitic type or of unestablished etiology, 
and 10 could be classified as arteriosclerotic 
or pre-arteriosclerotic. The choice of patients 
_in this series was based on severity of symp- 
toms and inadequate control of symptoms 
with the other usual medications employed 
in the treatment of this illness. - 

Kemadrin is procyclidine hydrochloride 
and is closely related to Artane and Pagitane. 


- Its therapeutic effects are similar to those 


of these drugs, but it has considerably less 
untoward reactions in doses up to 40 to 50 
mgm. daily, even without decrease in dosages 
of the other drugs used in combination. This 
new drug, Kemadrin, shows promise of 
definite value in the armamentarium of the 
physician in the treatment of Parkinsonism, 
especially in those cases which have not 
responded favorably to other drugs. 
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PRESIDENTIAL ADDRESS: WHAT MAKES A CLINICIAN. 
Dr. Georce H. Hystop. 

FAILURE OF CONDITIONING IN PATIENTS WITH CERE- 
BRAL Lesions. Dr. Louis BERLIN AND Dr. 
Haroitp G. Wo 


A complex conditioned reaction dependent upon 
cerebral hemisphere function was studied to clarify 
whether a particular part or the whole cerebrum is 
involved in the conditioning process and to ascertain 
to what extent the degree of impairment of function 
is related to the mass of tissue loss. The subjects were 
50 persons with intact cerebral hemispheres and 23 
with cerebral hemisphere lesions. Of the latter, 11 had 
one circumscribed lesion of known dimensions and 
location, six in the frontal lobe, three in the temporal 
lobe, and two in the occipital lobe. 

The conditioning procedures aimed at establishing 
a stable positive conditioned response to a tone; then 
negative conditioned responses to a light and cali- 
brated tones, and finally at carrying out the negative 
and positive conditioned reactions in sequence. The 
results of the procedures were as follows: 

The subjects with cerebral hemisphere damage had 
difficulty in predictably relating a symbol to a sig- 
nificant event. Even after experiencing a positive or 
negative integrated reaction, individuals with hemi- 
sphere damage had difficulty in stabilizing such a re- 
action, but once having established and stabilized a 
positive conditioned response to a tone, those with 
cerebral damage could then more readily establish a 
second positive reaction to a different tone. The sub- 
jects with intact hemispheres and those with hemi- 
sphere lesions readily achieved differentiation between 
positive and negative conditioned stimuli when quali- 
tatively different stimuli were employed. But subjects 
with damaged hemispheres had the greatest difficulty 
in maintaining stable negative and positive condi- 
tioned reactions when two or more stimuli previously 
linked with stable negative and positive responses 
were presented in sequence. In subjects with cerebral 
damage, repeated failures disrupted previously stable 
conditioned reactions. 

Regardless of the site of the hemisphere damage, 
the difficulties in establishing stable positive and nega- 
tive conditioned reactions were the same, but the 
difficulties were proportional to the amount of hemi- 
sphere damage, to the complexity of the higher adap- 
tive requirements, and probably to the rate at which 
the damage occurred. 


Discussion.—Dr. HANs-LUKAS TEUBER: The au- 
thors are studying cases of disordered cerebral physi- 
ology in order to elucidate some of the normal bases 
of conditioning and learning. They are thus adopting 
an approach so far used in only a few laboratories, 
and one that yields information which can go well 
beyond the clinical situations in which it is established. 
The conclusions reached by Drs. Berlin and Wolff 
need not be restricted to their conditioning methods, 
nor to the kind of cases they have studied. Other 
forms of learning, tested in the presence of rather more 
focal lesions, give essentially the same results. 

Our own findings, though gotten with very different 
subjects, and with different methods, are quite con- 
sistent with those of Drs. Berlin and Wolff. We are 
working not with cases of tumor or vascular accident, 
but with cases of penetrating gunshot wounds of the 
brain, and we are employing not conditioning, but 
various perceptual tasks. For instance, in some of the 
recent work in our laboratory, men with missile wounds 
of the brain, as well as control subjects, were taught 
to identify, by touch, two-dimensional geometric pat- 
terns. Repeated trials were made with each hand, 
and a curious result emerged: men with missile wounds 
in any lobe of the brain (regardless of location of in- 
jury) failed to show significant learning with the hand 
opposite to their injury; with the hand ipsilateral to 
the injury, they did nearly as well as the controls. 
The deficit in tactile pattern learning was thus con- 
tralateral to the injury, but not restricted to any 
lobe; furthermore, the deficit existed regardless of 
whether, the hand considered did or did not show 
eee Somes deficits, otherwise established, The brain 
injuries in our patients had been incurred, on the 
average, 10 years prior to testing; nevertheless these 
men still show a subtle but significant alteration in 
acquisition of perceptual discriminations. 

Dr. Ropert S. Morrow: I should like to address 
myself to two aspects of this very interesting study. 
The first of these concerns the relationship between _ 
brain structure and function. Research and clinical 
experience have now indicated to us that the so-called 
higher functions of intelligence, memory, reasoning, 
learning, etc., are dependent much more on the rela- 
tionship between the degree of complexity of the 
activity and the extent of the brain lesion rather than 
its site. The more simple and well-learned tasks, such 
as vocabulary, are relatively unaffected by brain dam- 
age in adults, while the more complex functions, such 
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as complex conditioning processes in contrast to simple 
ones or new learning in contrast to old; show profound 
t effects with sizeable lesions. The current 
study of Drs. Berlin and Wolff gives further support 
to those theories of brain function which correlated the 
complexity of function with the amount of structural 
brain damage rather than the formerly advocated 
correlation of function and locus of lesion. 

Dr. Harotp G. Wotrr: It is appropriate to dis- 
cuss the orientation of our laboratory pertaining to 
the experiments having to do with cerebral function. 
These have been in process for some time, and will 
probably continue a good while longer. Neurology 
rightfully emphasizes the specific functions of parts 
of the nervous system, including portions of the cere- 
bral cortex. The contributions of the n 
have done much to increase our understanding of such 
localization of function. There is a highly predictable 
relationship between the site of electrical stimulation 
of the cortex, and various kinds of somatic and visceral 
effects. Indeed, much of our bedside procedure for 
localization of lesions of the brain has to do with this 
kind of relationship between parts of the cortex and 
function. It is time to ask again the question: is this 
really what the brain is about? Is the brain really like 
the cord in that anterior horn cells and a limited num- 
ber of muscle fibers are connected? Under what cir- 
cumstances, and where, does learning, retention, dis- 
crimination, and abstraction take place? These are 
_ involved when we are talking about the highest inte- 
grative functions. With such questions in mind, we 
started on this series of experiments. At the moment 
it looks as if localization as regards learning, abstrac- 
tion, retention and discrimination is not precisely 
limited to any one part of the cerebrum, and that a 
loss in these functions is more related to the loss of 
brain tissue generally than it is to brain tissue in any 
one part. 

DIAGNOsIS OF BRAIN Tumor 1N 25 Patients INI- 
TIALLY TREATED AS PSYCHIATRIC PROBLEMS. Dr. 
J. LAWRENCE PooL” AND Dr. JAMes W. CorrELt. 


Twenty-five cases of histologically .verified brain 
tumor, all initially treated as psychiatric patients, 
have been studied in an effort to determine if earlier 
tumor diagnosis might be possible. All but 4 of the 
patients received psychiatric treatment for over one 
month, and 12 were treated for over one year. Four- 
teen had received electric shock (EST) treatment and 
11 psychotherapy alone. The most frequent diagnosis 
(14 patients) was some form of depression, but other 
diagnoses included schizophrenia, behavior problem 
and hysteria. 

Fifteen of the 25 patients presented signs and symp- 
toms of organic disease of the central nervous system 
prior to psychiatric treatment, and two patients within 
_ a few hours after the first EST (although treatment 
was continued—in one case for three years). All the 
remaining patients except two showed some evidence 
of an organic brain lesion before psychiatric treatment 
was concluded. The symptom or sign of organic disease 
of the central nervous system most frequently. un- 
recognized or not considered significant was a con- 
vulsive disorder (13 cases), most often psychomotor 


in type, and frequently associated with components 
of a temporal lobe syndrome. Other definite symptoms 
of an organic lesion presenting early in the course of 
these patients included headache, hemiparesis, di. 
plopia, hearing loss and tinnitus, and progressive 
memory impairment associated with incontinence oj 
urine. Memory impairment alone was considered an 
indefinite symptom, as was “‘depression’’, confusion. 
or extreme fatigability. Laboratory studies, such as 
plain x-rays of the skull and an EEG, when done. 
more often than not revealed evidence of an organic 
lesion. 

Ten of these patients were found to have a benign 
nonglial tumor and only 5 of these are living and wel! 


‘today, having been relieved of both neurological anc 


psychiatric symptoms by surgery one to seven years 
ago. Of the remaining 5 patients, one with an easily 
removable right frontal meningioma died during EST 
without surgery, and in the others the tumors (? 
sphenoid ridge are 1 acoustic neurinoma, 
and 1 « gioma) were too far advanced to 
gain more than temporary benefit from surgery, al- 
though the 2 with sphenoid ridge meningiomas (each 
with a 13 year history) had about two years of relief 
before recurrence. Three other patients died without 
surgery, one having an unrecognized oligodendrogli- 
oma confined to the non-dominant temporal lobe, and 
the other two each having a glioblastoma. It is appar- 
ent that early diagnosis would have allowed appro- 
priate treatment of those patients who died without 
benefit of surgery, and might have made possible 
complete removal of the sphenoid ridge meningiomas 
and the acoustic neurinoma, while the best results in 
the treatment of the craniopharyngioma and _ glial 
tumors would have been obtained. 

In view of these findings it would seem that when a 
psychiatric syndrome does not fit clearly into some 
definitely known disease entity, as Sands has pointed 
out, or when seizures, temporal lobe symptoms, head- 
aches, or neurological symptoms are elicited in the 
history, every effort should be directed towards exclud- 
ing an organic brain lesion and in particular, a brain 
tumor. 

Discussion —Dr. Irvinc J. SANps: We are in- 
debted to Dr. Pool and Dr. Correll for bringing before 
us this very important subject. Their presentation and 
their cases speak more eloquently and more convinc- 
ingly than I can of the importance of an early diag- 
nosis in these patients. I became interested in the 
subject some 35 years ago, when I was in charge of 
the department of pathology at the Manhattan State 
Hospital on Ward’s Island. I had found so many 
organic changes, such as tumors, hemorrhages, etc., 
in brains of patients who had died with the diagnosis 
of a pure psychogenic condition that I became con- 
vinced of the entity of neuro-psychiatry, and that — 
neurology and psychiatry were just different phases 
of the same thing, just like the two sides of a penny. 

Dr. James P. CaTrett: I will certainly second Dr. 
Sands’ commendation of the fine paper Dr. Pool and 
Dr. Correll have given us. This is a very stimulating . 
topic worthy of a whole day’s seminar, and perhaps 
one can be organized some time. I think we shoul: 
wonder whether there has been sufficient attention 
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given to the fact that the human organism has limited 
possibilities of response. The human organism is very 
flexible, but the possibilities of response are limited. 

We must exercise care in attributing all previous 
psychiatric difficulties to some ic lesion. There 
may or may not be a relationship. Psychiatric illness 
does not produce immunity to organic brain disease 
and the converse also is true. Either may be present 
separately, successively, or simultaneously. 

Dr. Lutuer B. Katinowsky: I just wish to ex- 
press the hope that Dr. Correll and Dr. Pool will 
publish these cases with summaries of each case, so 
that we can study the details of the 25 cases, because 
they touch on basic problems in psychiatry. 

Being interested in the possible localization of men- 
tal symptoms I would like to ask if there were any 
tumors of the midbrain or third ventricle which showed 
psychiatric manifestations. 

Dr. Lewis D. Stevenson: I may be out of order, 
but I would like to ask a couple of questions. First 
of all, I think the cases presented by Dr. Correll and 
Dr. Pool cannot have been studied in very good clinics. 
My question is, how many of these psychiatric syn- 
dromes were cured by operation, and second, how 
many cases of psychoses developed following opera- 
tion, particularly on the benign meningiomas. 

Dr. J. LAwRENCE Poot: As to whether we have 
seen psychotic symptoms develop after brain surgery, 
I do not recall any 


Dr. Stevenson, the clinics were not all good clinics; 
on the other hand, a few of these patients came from 
very good clinics and very good institutions, so that 
these oversights do not lie with any particular person 
or group. My only plea is that many of these patients 
who were institutionalized did not have x-rays which 
would often have showed the marked changes in the 
bone that must have been present for some time. 

Dr. Kalinowsky, we did not have any midbrain. 
lesions in this series. I have seen quite a few patients 
with midbrain tumors, and do not recall any that 


became psychotic or were treated as such. Of course 


von Economo pointed out that psychotic syndromes 
often occurred in patients with midbrain lesions as 
the result of encephalitis lethargica. 

Dr. JAMes W. CorreLL: In these patients who 
were operated upon there was a definite improvement 
in the mental condition. For long term postoperative 
evaluation, we can rely on the analysis of only six 
of the patients, five with meningiomas, and one with 
an dendrog , who have been followed for as 
long as as seven years, and in all of these patients definite 
improvement occurred. 

In regard to psychoses after operation, I know we 
have had a few, but this is not a statistical analysis 
of all brain tumor patients, so that we cannot answer 
the question as to how many patients developed psy- 


- choses following operation. 


. THE NEW YORK ACADEMY OF MEDICINE, SECTION ON 
NEUROLOGY AND PSYCHIATRY, AND THE 
NEW YORK NEUROLOGICAL SOCIETY 


Joint Meeting, December 13, 1955 
Joseph W. Owen, M.D., Chairman, Section on Neurology and Psychiatry, Presiding 


A CONTROLLED Srupy OF RESERPINE IN THE TREAT- 
MENT OF MENTAL Dr. Lucie M. 
WARE AND Dr. Curtis T. Prout. N. Y. 


Fifty patients, ranging in age from 15 to 78 years, 
were treated at the New York Hospital-Westchester 
Division with Serpasil in a double-blind study to 
compare its effectiveness with identical courses of 
placebo. The medication was administered according 
to a planned schedule and observations were made 
using a standard rating scale. The placebo disguise 
was considered effective. 

The drug was employed in three dosage schedules: 
1) Low dose: 3.5 mg. intramuscularly followed by 
daily oral administration of 1.5 mg. 2) Moderate dose: 
5 to 10 mg. orally daily for first week, 5 mg. for second 
week, and 2.5 to 5 mg. orally for duration of treat- 
ment. 3) High dose: 5 mg. twice daily intramuscularly 
augmented by 5 additional mg. daily to maximum of 
30 mg. Fifteen mg. orally was then substituted for 


the intramuscular injections and the dosage gradually 
reduced to 5 to 10 mg. orally, daily. 

Noted side effects ranged from flushing of the face 
to a marked lassitude and a Parkinson-like syndrome. 
Hypotension and bradycardia was a constant side 
effect. The severity of the side effects was in direct 
ratio to the size of the dosage, while psychological 
benefit was not dependent on the size of the dose. The 
suggested effective therapeutic range, with minimal 
side effects, lay between 2 and 10 mg. orally. 

In this study there was significant benefit to-schizo- 


_ phrenic patients, particularly in the catatonic group. 


The manic-depressive circular group was helped in 
the manic phase but not in the depressive phase. 
Half the patients with agitated depressions received 
benefit, but only .while on the medication. Transient 
improvement was noted in the psychoneurotic group. 
The elderly group more manageable but prone 
to stasis problems and Side effects. Serpasil was not 


regarded as'a cure but an another valuable addition 
to the armamentarium of the psychiatrist in making 
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the patient more amenable to psychotherapy and 
program therapies 

Discussion. —Dr. Jack Lonpon: I would like to 
ask whether the drug compares with chloropromazine, 
and how you compared the two. 

Dr. Peter G. DENKER: Did you notice any in- 
crease in depressions at the times when you used 
reserpine? 

Dr. LAWRENCE H. GAHAGAN: I would like to point 
out that reserpine will produce depressions, and in 
line with Dr. Denker’s question, it is hard to see how 
this drug could possibly be used in the treatment of 
_ depression. There are three articles in the October 
29th issue of the J. A. M. A. all of which report that 
reserpine causes depression in a significant number of 
patients. 

Dr. WILLIAM OFFENKRANTZ: I would like to in- 
quire whether any effort was made to evaluate the 
role of the “adjunctive therapy” that was continued 
~ during the course of reserpine, namely, psychotherapy, 
when used either with the placebo or with the medica- 
tion itself. 

Dr. Curtis T. Prout: Did I understand the first 
question as-to how reserpine compared with chloro- 
promazine? We did not run a control with chloro- 
promazine, but at the same time we are using chloro- 
promazine. In general I feel that chloropromazine has 
perhaps been somewhat more effective. The difference 
is essentially in the fact that the side-effects are re- 
versible with Serpasil, and when you have an anxiety, 
or such a condition as was indicated in the report as 
catatonic schizophrenia in which it operates, we would 
prefer to use Serpasil. We have a planned laboratory 
study in conjunction with the use of chloropromazine 
which is keeping our side-effects and poor reactions 
from it down. 

With regard to adjunctive therapy associated with 
treatment, we do feel that the patients we placed on 
chloropromazine following electroshock have a tend- 
ency to maintain the benefits of the electroshock better 
than they would with either electroshock alone or 
chloropromazine alone. 

In respect to a comparison of whether psycho- 
therapy is more effective, I do think that the drug 
opens the patient somewhat more to psychotherapy, 
and in our subsequent results we feel that we gained 
a great deal in time and the ability to approach the 
patient. 

In the matter of the occurrence of depressions, we 
did not see depressions as such the result of our use 
of reserpine,—we did see, however, a marked lassitude, 
but the reaction was not that of a depression in the 
studied series. I know articles have been published on 
depressive reactions to reserpine, but it just happens 
we did not see‘them. I think that is a very strong 
potential, and one must be on the alert for depressions. 
Some of the patients in the published- reports have 
gone on to suicide following a grams reaction with 


the use of Serpasil. 


PSYCHOPATHOLOGY OF THE MASOCHISTIC CHARACTER: 
ILLUSTRATIVE CAsEsS. Dr. CHARLES BRENNER. 


The masochistic character has a variety of uncon- 
‘scious determinants, of which several will be present 


in any one case. However, the particular ones whic!) 
are present and their relative importance will var, 
from case to case. The following unconscious dete: 
minants and mechanisms are important in the forma 
tion and structure of masochistic character structur: 
1) turning of aggression or rage against the self; 2 
passive or feminine sexual gratification; 3) reactio 
formation against aggressive or sadistic wishes; - 
self-punishment; 5) propitiation of and seeking lov. 

from a parent; 6) identification; 7) projection; 8) mag, 

cal control of the environment. These mechanisms ar: 
illustrated by two case presentations. 

Discussion.—Dr. NORBERT BROMBERG: I enjoye. 
Dr. Brenner’s discussion of this highly complicate: 
problem very much. Apparently there is a renewe: 
awareness of the importance of this problem. Perhap- 
it is due to the greater, incidence with which it is beiny — 
observed. As in every other medical problem with . — 
greater degree of observed frequency, the questio:, 
always arises as to whether this is due to the mor 
refined methods of detection, of diagnosis, or whether 
there is an actual increase of incidence because «| — 
changes in causative factors in the community. I am 
inclined to feel that probably both factors play a role 
here. 

With regard to the etiology, very little has been 
written on this subject. Dr. Brenner’s paper has 
covered some of the ideas that have been put for- 
ward, as well as his own, on the subject. 

Dr. Smney Kiern: Dr. Brenner referred to an 
aspect of masochism which gives the sufferer a feeling 
of great strength. Here we seen an expression of it as 
a cultural phenomenon. However, as Dr. Brenner 
shows, the patients are people who need one’s help 
with this pathological masochism. A degree of maso- 
chism does contribute to one of the excellent bits of 
sublimation we hunger for in every-day life in a civi- 
lized society. 

Dr. Peter Denker: It is always significant to 
me, when I hear these lengthy, theoretical psycho- 
analytic explanations, as to what is omitted. Despite 
the verbose description of “mechanisms’’, and two to. 
three years of analysis, not a word was said about the 
progress or prognosis in these cases. I would like to 
know what clinical results are achieved in your expert 
hands by this prolonged treatment. 

Dr. Leo L. Orenstein: Dr. Brenner limited his 
discussion, and I think wisely so, to prolonged treat-: 
ment cases. Most of us, including Dr. Brenner, have 
at some time treated patients at clinics. Here we see 
the patient infrequently as compared with established 
analytic practice. Yet, and this may bear on Dr. 
Denker’s question, when we see people with maso- 
chistic character we are able to help a number of 
them gain better health. 

My own experience at two hospitals includes the 
treatment of a number of patients of the type Dr. 
Brenner described. So long as these patients are shifted 
from one clinic to another, their medications change: 
from visit to visit, their plaintiveness ignored, or fre- 
quently not correctly evaluated, they will not improve 
at all. It has been my experience that these people can 
be helped by pointing out the masochistic drives 
rather than experimenting with a different prescriptior 
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cach visit. In fact, one can safely apply what might 
he called “cold turkey” treatment as far as medica- 
‘ion goes with such patients. 

Dr. CHARLES BRENNER: I want to thank the dis- 
cussants for their remarks and questions. Dr. Denker 
asked about prognosis. These are very difficult cases 
'o treat, and I certainly do not have a large enough 
series to be able to give a statistic that means any- 
thing. I would say it is possible in some cases, and I 
think it was so in those cases I presented, to produce 
substantial improvement in the severity of the clinical 
symptoms. 


T1ssuE AND SERUM ALDOLASE. IN NEUROMUSCULAR 
DisEASE. Dr. STANLEY M. ARONSON AND Dr. 
Bruno W. VOLK. 


The serum aldolase test was applied to 250 patients 
with a wide variety of neuromuscular disorders. In 29 
cases of progressive muscular dystrophy, the serum 
aldolase level was invariably elevated. The magnitude 
of this increase was most pronounced in children, the 
degree of elevation diminishing progressively in older 
patients with the disease. Contrariwise, tissue aldolase 
levels, in cases of muscular dystrophy, were signifi- 
cantly depressed. In nuclear myelopathies (progressive 
degenerative diseases involving the spinal anterior 
horn cells) a moderate hyperaldolasemia was apparent. 
Patients falling in the category of upper motor neuron 
lesions (vascular hemiplegias), diffuse cerebral degen- 
erative disease (e.g., Schilder’s disease, multiple scle- 
rosis), or wasting infirmity of non-neurologic origin 
(e.g., incapacitating arthritis) invariably displayed 
normal or subnormal serum aldolase values, in spite 
of evident muscular atrophy. 

In experiments performed on dogs, a slightly be- 
lated but significant rise in serum aldolase was re- 
corded following femoral neurotomy. Muscular atrophy 
induced by tenotomy, with preservation of nerve sup- 
ply, however, was not attended by any rise in the serum 
aldolase. 

From the limited clinical and experimental data it 
would appear that elevation of serum aldolase occurs 
preeminently in promary progressive myopathy and to 
a lesser extent in those forms of muscular atrophy 
consequent to functional severance of the lower motor 
neuron complex. 

Discussion.—Dr. Lewis P. ROWLAND: This presen- 
tation by Drs.. Aronson and Volk has been of con- 
siderable encouragement to us at Montefiore Hospital. 
We have been measuring serum aldolase in the labora- 
tory of Mr. George Ross and were disappointed to find 
that we could not confirm the results of Dreyfus and 
the Schapiras, who originally introduced this as a 
diagnostic test for muscular dystrophy (Sem. Hop. 
Par. 29: 1917, S599; Am. J. Phys. Med. 35: 313-319, 
1955). 

None in our group of patients with myopathic 
disorders (progressive muscular dystrophy, myotonic 
dystrophy, and miscellaneous myopathies) have had 
significant elevations of serum aldolase as compared 
with a control group (normals and patients with 
seizures, headache, or myasthenia gravis) or with a 


group of patients with other wasting diseases (neural, 
nutritional and malignant). 

Our series is still quite small and we are not yet 
ready to make any definite conclusions. We did suspect 
that one possible reason for the discrepancy between 
our findings and those of the French workers might lie 
in the selection of patients. Many of their myopathic 
patients with hyperaldolasemia were children, whereas 
all of our patients have been adults, some surviving a 
disease process which had started in childhood, others 
with myopathies of more recent onset. Therefore our — 
patients constitute a heterogeneous group as far as 
tempo and duration of the disease process are con- 


cerned. 


The work of Drs. Aronson and Volk may provide 
the link between these two apparently disparate find- 
ings. For they have confirmed Dreyfus and Schapira 
in finding the elevation of aldolase in children with 
myopathies, while their adults with myopathies, like 
ours, had values more nearly normal. I should like to 
ask Drs. Aronson and Volk how their normal values 
were established and whether there were any differences 
between normal children and adults. I was impressed 
with the large number of patients in the myopathic 
group over 30 years old; were these all survivors of 
childhood dystrophy, or were some of them of recent 
onset and still in an active stage of evolution? Was 
there any difference in the aldolase values for the 
different kinds of dystrophy and myopathy? If so, did 
this parallel the degree of wasting? Finally, was there 
any trend in the values of patients who were followed 
with repeated determinations which might suggest that 
hyperaldolasemia is a measure of activity? 

Dr. Tuomas K. Davis: Dr. Aronson has mentioned 
six categories. He has gone from cases in which the 
lesions are in the muscle tissue—mention has been 
made of experimental investigations of peripheral 
nerve lesions in dogs—and he has reported findings in 
the cases where the lesions are in the spinal cord. But 
what about cases in which the sympathetic nervous 


system p a main role? 

Benisty, at the period of the First World War, de- 
scribed the condition known as a Reflex Nerve Dis- 
order. It not rest upon an injury to a peripheral 


nerve. Instead it follows an injury to a part—most 
usually an arm—and the physiological changes which 
arise distally evolve through the sympathetic system. 
True enough the degree of muscle atrophy—in which 
Dr. Aronson is interested—is in these cases relatively 
minor, but it is there. Also the reflex nerve disorder 
case is indeed rare in civilian life. 

I would suggest that the authors include such cases 
if they can come across them. This would fill, what I 
consider, a small gap in their study. 

Dr. STANLEY M. ARONSON: Our normal values of 
serum aldolase were based upon specimens derived 
from about 50 healthy individuals, laboratory tech- 
nicians, students and a number of hospitalized patients 
with non-incapacitating, generally transient diseases. 
Our normal level of 7.14 units per milliliter was in 
substantial agreement with those determined in other 
laboratories. No significant differences in serum aldo- 
lase values between children and adults were evident. 

Most of our patients have come from the National 


Foundation for Muscular Dystrophy and the wards 
of the Jewish Chronic Disease Hospital and Kings 
County Hospital Center. The diagnosis was generally 
established on the basis of biopsy examination and 
clinical evaluation. The ages, in the muscular dys- 
trophy group, ranged from 4 to 55 years, the majority 
within the first two decades of life. No myotonic 
dystrophies were included in this series. 

Some trends were apparent in patients tested con- 
secutively with this procedure. In 3 young boys with 
muscular dystrophy aldolase levels were obtained at 
about monthly intervals. The values tended to dimin- 
ish slightly in a study period of about 9 months, in 
accordance with the decline previously described. In a 
group of children afflicted with Tay Sachs’ disease, 
serial determinations were also carried out. There is 
progressive anterior horn cell involvement as a com- 
ponent feature of this disease. The serum aldolase 
levels tend to rise during the first 18 months of the 
disease, coinciding with the progressive limb flaccidity 
and atrophy, and then diminish. 

Go the query levels 
in cases of peripheral neuropathies, we regret that our 
- results for this category are insufficient, because of 
limited patient material. 


COMPLICATIONS OF CEREBRAL ARTERIOGRAPHY IN 220 

Cases. D. D. R. Coppon Anp Dr. H. P. Kriecer. 
- Carotid arteriography provides unique information, 
but may be attended by complications. In this study, 
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complication is defined as any detrimental chine! 
occurring in the first 24 hours after arteriography; 
the over-all rate of complications was 14 per cent, o! 
these less than 2 per cent were permanent. There were 
no deaths. Factors associated with complications were | 
1) intravenous anesthesia; 2) multiple carotid injec- 
tions; 3) progression of neurological signs; 4) depresse:! 
level ‘of consciousness; 5) age over 50; 6) presence o/ 
tumor or aneurysm, the latter having the greater rat. 
of complication. No single factor served to predic: 
complications in a given patient. In this series «th. 
diagnostic information obtained outweighed the ris) 
of complications. | 

Discussion.—Dr. Jack Lonpon: Have you eve: 
performed angiography in pregnant women, a if so. 
have you had any deleterious effect, as far as you 
know? 

group which had the intravenous barbiturate anes 
thesia? Is this group in any way different in thei; 
general condition or etiology from the others? 

Dr. Davip R. Coppon: In answer to Dr. London’s 
question, we did not have any pregnant patients in 
whom the procedure was carried out. 

In reply to Dr. Stein’s question concerning the use 
of intravenous barbiturate anesthesia, it was most 
often used for emotional and psychological reasons. 
That is, anesthesia was used in patients who were 
either extremely anxious or restless, or where the 
family situation was such that anesthesia was required 
to placate the relatives. 
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and given a brief description in this section. Selections serving a 


variety of interests will be made from these for a more extensive review, as far as space will allow. 


BOOK NOTES 


Holmes, Gordon: Tue Nationat Hosprra: 
QUEEN SQuarE 1860-1948. [Edinburgh and 
London: E. S. Livingstone; Baltimore: 
Williams and Wilkins, pp. 98, Illustrated, 
1954, $3.00.] 


With this book we come into possession of 
a most valuable document for which neurology 
in indebted to the scholarship and talent of an 
outstanding member of the specialty. Dr. 
Holmes has packed a remarkable amount of 
historical information in a limited space and 
has illustrated it with eight fine plates of the 
famous staff members of Queen Square in- 
cluding the portraits of Hughlings Jackson, 
David Ferrier, James Collier, Victor Horsley 
and views of the hospital at different stages 
of its development. 

There are brief biographies of the eminent 
physicians connected with the hospital over 
the years, many of whom taught our prede- 
cessors and of course, many of our contem- 
poraries. Here in America as elsewhere it has 
always been considered a great privilege to 
have the opportunity to study at the National 
Hospital. | 

There is an appendix listing chronologically 
the honorary medical and surgical staff mem- 
bers from 1859 to 1948, with the date of ap- 
pointment, the post held and the time of 
resignation and deaths. The Registrars of the 
National Hospital for the Paralyzed and Epi- 
leptic and the Pathologists as well as the 
Deans of the Medical School are also listed. 

» The story reveals how this institution 
through its eighty eight years developed from 
an eight bed unit in an old house into one of 
the most modern independent hospitals in the 
world with accommodations for about two 
hundred patients, an active out patient de- 
partment and splendid teaching facilities. In 


the words of the author “Its clinical reputa- 


tion and its fame as a center of scientific medi- 
cine were created by the work of its unpaid 
professional staff, many of whom in its early 
days, at least, acquired distinction in other 
branches of medicine too. Its roll contains 
the names of fourteen who received the honor 
of baronetcy or knighthood, twelve were Fel- 
lows of the Royal Society, two had become 
President of the Royal College of Physicians 
and one of the Royal College of Surgeons.” 

The book should enrich many private li- 
braries and give readers in neurology a great 
deal of pleasure. 


Grinker, R. R. and Robbins, F. P.: Psycuo- 
SOMATIC CASE Boox. [New York: The 
Blakiston Co., Inc., p. 346, 1954, $6.50.] 


The reader is introduced to the basic prin- 
ciples of psychosomatic medicine through the 
presentation of 79 clinical histories dealing 
with a wide range of patients affected with 
various disorders. It is an attempt at a psy- 
chosomatic approach to medicine with dis- 
cussion of basic principles rather than a delin- 
eation of “psychosomatics” as a specialty 
branch of medicine. Actually there is no such 
specialty as psychosomatic medicine. How- 
ever, the old terms “psyche” and “soma”’ find 
their way, or are implied, in this text as well 
as in all others on the subject. 

The subject matter is presented in five 
parts. In the first part there are five chapters 
devoted to general considerations introducing 
the different aspects of the field covered. The 
second part, with three chapters, presents the 
methods of examination, differential diagnosis 
and the formulation of case problems. The 
third part consists of eight chapters on the 
syndromes according to bodily systems. The 
fourth pat contains three chapters on ther- 
apy, including planning methods and doctor- 
patient relationship. The last part has a com- 
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prehensive summary, a bibliography and an 
index. 


The specialist in psychiatry will find little 
that is new or startling either in theory or 


practice but the general practitioner and 


students will gain a considerable knowledge 
‘and a wholesome attitude from the illustrative 
cases and from the interrelationships indi- 
cated. A great deal of “psychosomatic medi- 
cine” is still based on interpretations and 
speculations not yet susceptible to accepted 
scientific proof, but in the meantime one 
must work with the implications available. 


Darwin, Charles: THE EXPRESSION OF THE 
EMOTIONS IN MAN AND ANIMALS. [New 
York: Philosophical Library, Pp. 372 ¥ 

viii additional plates, 1955, $6.00.] 


It is with a great deal of satisfaction that 
we note the revival of this classical work in 
the form of a new edition. Too.many of the 
younger generation of biologists and psycho- 
biologists have never read the book and un- 
fortunately some seem never to have known 
of its existence in the original. 

Darwin was a genius in the true sense of 
the word, which is now too often used to indi- 
cate talent rather than the creation of original 
ideas. Darwin studied infants, the psychotic, 
paintings, sculpture, comparative anatomy of 
the emotions and some of the animals for the 
expression of feelings in a unique way that few 
have equaled since, and perhaps none sur- 
passed. The translation of some of Darwin’s 
descriptive terms into those of cybernetics or 
other modern usage does not seem to help 


much in the understanding of the basic mech- 


anisms of behavior. 

The editor (Dr. Margaret Mead) of this 
new edition has amplified the book by adding 
at the end some samples of recent research 
which is in keeping with the Darwinian atti- 
tude. These include interesting photographic 
studies of the Balinese by Gregory Bateson, 
drawings of.expressive behavior of some ani- 
mals by Konrad Lorenze and photographs of 
_ some of the speakers on culture and communi- 
cation at Louisville University, a group of 


workers concerned with the development of a ‘ 


new science called “‘kinesics’’. 


The book is still after many years extremely 
interesting from literary, historical and scien. . 
tific points of view. 


Freud, Sigmund: THE ORIGINS OF PsycHo- 
ANALYsIs: LETTERS TO WILHELM FLIEs:: 
DRAFTS AND Notes 1887-1902 (Edited |. 
Marie Bonaparte, Anna Freud and Ern:: 
Kris. Translation by Eric Mosbacher an! 
James Strachey). [New York: Basic Book.. 
Inc., pp. 486, 1954, $6.75.] 


Psychoanalysts and others interested i) 
the early origin and development of the psy- 
choanalytic concepts will feel well rewarde:! 
after reading this volume which presents a 
large number of letters written by Freud 10 
his close friend, the Berlin physician Wilhelm 
Fliess. These letters were sent to Fliess be- 
tween the years 1887-1902 and came into the 
hands of the Editors from a second hand 
dealer. The whereabouts of Fliess’ replies are 
not known at the present time. 

The editors have made a useful selection of 
material from a correspondence consisting of 
284 items. “The selection was made in the 
principle of making public everything relating 
to the writers scientific work and scientific 
interests and everything bearing on the social 
and political conditions in which psychoanaly- 
sis originated, and of omitting or abbreviating 
everything, publication of which would be in- 
consistent with professional or personal con- 
fidence.” 

These 168 letters are introduced by a com- 
prehensive article by Ernst Kris which serves 
as orientation and explains also the scientific 
interests of Fliess and Freud’s early interests 
in psychology, physiology, infantile sexuality, 
and self-analysis. About 100 final pages of the 
text are devoted to a manuscript entitled 
“Project for a Scientific Psychology’’, dating 
from the autumn of 1895. It is presented in 
four parts and clearly demonstrates the trend 
of Freud’s thoughts at that itme. 

_ There are two very useful and informative 
bibliographies. One of the writings of Freud 
referred to in this book and the other an in- 
dex of other authors. The general index is 
adequate. It is an outstanding contribution 
to the history of psychodynamics that shoul! 


invite a wide reading. 
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Goldfarb, William and Dorsen, Marilyn M.: 
ANNOTATED BIBLIOGRAPHY OF CHILDHOOD 
SCHIZOPHRENIA AND RELATED DISORDERS 
AS REPORTED IN THE ENGLISH LANGUAGE 
THrouGH 1954. [New York: Basic Books, 
Inc., 1956. Pp. vi + 170. $2.50.] 


- Dr. Goldfarb, director of the Henry Ittleson 

Center for Child Research, a division of the 
Jewish Board of Guardians in New York, and 
his collaborator, Miss Dorsen, research fellow, 
published in this small-size, paper bound book- 
let, titles of articles and books on childhood 
schizophrenia and related serious mental dis- 
orders in childhood. The authors made an 
attempt to survey the literature as completely 
as possible. The annotations, most of them 


from 30 to 50 words in length, summarize only 
that aspect of each study which is relevant 
to the problem of childhood psychosis. Indi- 
vidual case studies as well as group studies, 
clinical psychiatric, psychological test, and 
social work investigations are included. This 
bibliography is the result of great labor. Of 
the great mass of material read, over 1000 
articles were abstracted but only 584 were 
finally selected because these were specifically 
concerned with childhood schizophrenia and 
similar psychotic conditions. Anyone inter- 
ested in childhood psychoses will want to have 
this bibliography which will probably become 
indispensable as a research aid. An index 
would have enhanced the value of this useful 


bibliography. 


